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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ADAMS * First Name: CHASE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/17/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmNzkzOjZjNjhmYTkzOGRkNmYyOGFjM2I2Y2Y3YTkwYTUwNjRhYWMyMjMxMDA4OTQ4ZDgzNmE2ZTQyMDQ3NGE4MjA1YWY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BANTZ * First Name: ROYCE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 02/14/1965 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplNjk5Ojc1ZjMzNzJhNDAyMmM4YWQyZjYwYTU5NDg4ZTI0YTdjMzY1Mjk5NjExOWYzYjZjZTZlYzY2ODI3ZjIxYjM0MDc6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BARBER * First Name: VICTOR MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/02/1978 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmYTcxOjY4NmU5ZDRlM2I2NWRkMmMzZmNkMTRmYmFmMzJmZjYyZGQ5NjE1ZGY2Y2U1ZDBkMzI1MjM1NGZiZGY2NjRjZjc6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 BEARD, SETH
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BEARD * First Name: SETH MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/05/1979 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowNjFlOjcwOTNlNjRlMmUzYzE5ZjZlNDJhNjMzOWI5MTI5MDZmNjFkY2NmYjU5ZGZiODIyNzI2NTAwYzdkY2E2NzU1YTU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BETZ * First Name: CHRISTOPHER MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/17/1960 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4NTg1OmUzNGQ2OGIyYTZiNDllNjdiNTM0M2NiMDgxZGViZDcyOTI0MGVmYTk0YTQ4MjY2NWE3M2E5ZDBkZGE5ODA1NTg6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BOREL * First Name: KEEGAN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/01/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1NWI4OmNmNmI2N2U1NDU1NDc4YjkxOTUxYmJmMWY2NmZiMDEzZjVlMTJjYWU0Mzg4NGI1Y2M3ZDc1YjE3OGVkY2NkZGU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BOYLES * First Name: BRIAN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/20/1979 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5ZGE0OjNjNGE5YTQ2Nzk1NDgxNzI1NzU2MzFjNGQ1NDk4ZWRkODUyN2FmMzgwYzQ1ZTcwNzY0YmVlNGJhNzBiMWFiN2Q6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BROWN * First Name: MICHAEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/22/1982 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo2YjY0Ojc0YzFiZGMyNzdmNTk1ZWVhMzY3YWJiODU3MjVmYmJiMjA5NmUzOGIyZDcwNjYxNzdmMGY3NWYyNjMxM2MxNDI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BRUNNER * First Name: JAMES MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 04/29/1979 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3MGM3OjhkN2NmOWI3Y2JkNDYwZTNhMWNmZjdjMjc1NWY3MTMzMDI3NThmNjBlMDdiYWYwNGFkNDU5NjMxMGUwMjc4ZGI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BULMER * First Name: GERALD MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/13/1970 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0NjU0OmYyMWI3NDU4NWExMjEyZmJlYTU0YjRiN2YwYjAyZmU5MWZkYWY0OWRkZjc0MTRiZTAzZDE3YjJlNGNmMmU4NmQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BURTON * First Name: CHRIS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/20/1968 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmOWU4OjQ4MDRmOGM1YzJiMmRlOTNlNGFiOTI2MGY1YzhhNDBmMjYwZGQzMjU5MjA5YmExY2FlMDYxZjczYzg1NmZlYTk6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: BUSH * First Name: DAROLD MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/13/1962 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyYWEzOmFlMWQ3ZmVkZTkyNjE5OGZlMGU5NjUxZDM0NTU5NjlkMDQ2ZGY5NzMwMGZlOTFiMTFjZGVkOTY1ODgzMjRiMGU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: CLAYTON II * First Name: ROBERT MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/10/1967 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5NjllOjU5ZTI2M2RiOGJmZTI1YWY1M2I2NGQ0ZDg2NTkyMmQwZmRhZTU2MjY0Yzg1NWM4ZTg3NWFmMmM4ZTA5YThkOTM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: CLEMEN * First Name: MARK MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/27/1961 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo2MzU0OjUwZGY0OWU5MGExMTlhMmEyNDFhOGExOGEwZmY3NzBjYzdjMjBlYTYyZmU3ZjU0MjcyMTY0NTljMDVmMGJkYzk6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: DANIELS * First Name: BOBBY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/13/1968 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 DANIELS, BOBBY
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5MjQwOjBiNWZhMjZmNTliOTYwZTQyODBjMTQyY2VhOTAzYTIyZDlkZjJjODgzN2NjY2IyOThjOTY0OTdjNzZmNmYzYjM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: DANIELS * First Name: BRYANT MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/05/1975 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 DANIELS, BRYANT
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3YjI2OmFmNzdjYTkwZjczZGI1YTljNmJjMjhmNDk0MTg4NTc3NjMzZjg3ZmQyNmUwNWVjZjA3NmQxMjJhMDM3OGJjZmE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 DANIELS, RYAN
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: DANIELS * First Name: RYAN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/19/1987 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1MjViOmEyYzU2YTE1ZGRlNWQwNDY5MzFiMTdiNTg2OTQ3YzdiMWI3ZGM2MGI0MDM5MGEzNjg3YTc4YzA5NmRlZThkZjI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: DOWNING * First Name: JARED MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/23/1980 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 DOWNING, JARED
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowNjE2OjgyM2MwZmQzOWI0M2EyZTQyZDgxYjhiYWE4OWM5NThlMzE1ODNkNDM1MWE3NDkxN2M1NzBiODBhZmU4NWJkMzE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: DWYER * First Name: JOHN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/23/1965 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3YTdlOjI2MzJkMjcyNzBjYTY0NTQxNzRlNjJiZGI4NzJjN2UwMGRkNTg0NzM5MDZkMzgyYTliZjMxMzE4OTdhYWYzMjU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ENGEL * First Name: WILLIAM MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/04/1978 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3NmRhOmExNDM4NzBhZTM0YzUxN2IyNTk1OGU4YjIwNTY3MTVkODk5ODhiMDcwMjMzOWM3ODc5NDE4ODVjZTA4ZjhiNTg6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ESSMANN * First Name: JEREMY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/30/1981 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowZDMxOmU5N2M3OGNhMmU2NzQ3NWY2YzEwMmVhNjY0NDU0YjVmNjQxZWNhZTNmNjU1MjBlMTRkMmI4OWFhNTJkMWIyMjQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: FRIEDRICH * First Name: RANDALL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/29/1959 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 FRIEDRICH, RANDALL
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowMmNmOmZhYTg5YjMzNWRiOWRlOWM0MjM2ZTQ0NjhkMThjNmU1MjI0YTAyMmU2YzhjYzk5NGEwNGM0ZGQwYTljZDRjMTE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: GATES * First Name: LEE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/20/1981 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzphNjZkOmU4ZDdiM2MzNzZjOWE4NGI4N2NmODZmNTRkYjk3OWIwNjZlNjM3OWM1ZDdjYzRlYTFjMGU5NjdkOGZmNzViOTA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: GOOD * First Name: DYLAN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/05/2003 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowZTNiOjJjOTZhMDdiOTliNDA5ZmRjMGEyMWVmNmYyZjhiZWY4OWMwZWFmOTEyN2QzYzkyMjAxNGFmYTcwYTkxZWI0ZTI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: GREEN * First Name: TRACY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/23/1969 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 GREEN, TRACY
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplNzg1Ojk1Y2FiMjYzMmY5NTBlY2M3OGM1Njc3OGUyNmE3ZjA2N2JiZjg3YmI2M2RhYjg4MTFkNTZkYTc0ZTAwMTU1YmU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HARROLD * First Name: MICHAEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/10/1980 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1NzdhOmVkYTcwYmJiN2ZmZWZmM2NiNmJjMmZkNzg3YzMzZjBhOTM4ZmI1NWExN2MwNTVkYmZkN2U2MmIzMmNiMzk5NmY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HEIDEMANN * First Name: MICHAEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 04/20/1962 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 HEIDEMANN, MICHAEL
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4MmMyOjhiOWU2ZDZiN2NhYTU5OTdhODFiNDcxODhkZWYyYjU4ZTJjZGY0YzlmZGQwOTY2NzJmNGU3ZGU3YzUyYzdkZTk6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HELD * First Name: CHARLES MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/08/1970 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpkNzI5OjgxNzhjMTIyZThjMjY4M2VkYjg3ZjAwMzhkMjgyNTdkN2JhZGEzZDdhODhlYTMwNThkNmNkZTBlNDNkM2Y4NGI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HEMMEN * First Name: CHRISTOPHER MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/08/1985 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3ZGYwOjNlOGEzMjFmOWJiOWQ0MzE0NjEzMjQ0NmZmNTIzM2ZlMWQ3NDg3NzJhMjUwODA3NDlhMmVhZGU0YmE5YmU5MWQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HEMMEN * First Name: JASON MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 02/23/1986 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowNDMzOjE3NTU0MjY1YzE1OTJiZTlkNDU5NzBjYmIzZjM2YmU5MjI3NWViYzI2Yjc5OGZkMTRiZDQ4NTEyOWE1MDNmNjA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HEMMEN * First Name: KEVIN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/19/1957 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplODI2OjhmZWEwZGNjOTUyMTEyNmJhYWE5M2Q1MTVhNDIzZWEyMGQ5N2QwZDU0ZjUxYTA0YWJiMTIxNTA3ZDU0Yzc4ODg6cDpUOkY


MUGC9859 HEMMEN, KEVIN
Page 3

Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HENKEL * First Name: THOMAS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/06/1971 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 HENKEL, THOMAS
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5Y2U3OmE5ZWQ3NWI0MzEzODk2YzVkMTIxYzA2Y2JlZmE0ZDY4OWZjZWJmMzM1NmQ5NTlhZmVjZjNjY2UxYWY2YzM0M2I6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HOUDEK * First Name: DION MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/01/1980 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4NzBiOjNiZDc4NDI0ZGEwZjQ3NWE5OGQ0NzYzOTNmOGRhZTA0MTJkM2Q0NDQ5ZTE5MGI0NzAzZjE4N2ZhMjZlNjNjMTA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HOWARD * First Name: TROY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/27/1971 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1M2NjOmZkMmYwZGY4OWQzNjQ3NDdmNjI4ZTZlNWU4ZGRiOTZhNDg0ODZhODgyZmUzZGUzOTI2OGRiNjA5NTRlNzY2YmQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: HUFFMAN * First Name: KEON MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/16/1999 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyMjdjOjlhOWE2YmFlYzRlOWE5ZTk1YzUxMWNkZjMzNTkyOWNlY2ZlYjU0Y2FiMWE1ZTVlMjk0ZTAyN2MwYTFkZTAyY2Q6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ILGEN * First Name: JOHN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/27/1969 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo2ZDlhOjUyMWE4ZGE1ZTRiZjQ5ZTAyNjY1MjIyODYzNGNiNzk5ODIxMWQ4OTk1ODVlY2M3YzFlNWZkOGViZGFkZGIxYzU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 JOHNSON, ORLANDO
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: JOHNSON * First Name: ORLANDO MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/22/1964 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 JOHNSON, ORLANDO
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpiYmE2OmU0ODlhNDM4ZmJlZTQ1Zjg5MWYzNzk4NTk4YWRlNWU0ODMyYTQ2YjkwMGNlYzk3ZWNmMDQyYzY1MTg1N2I4MjE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: JONES * First Name: GENESIS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/02/1989 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozYTQ2OjcwNmRhN2M0NmRmNzBlZTZlN2QxMDhkYzY5ZjVkYTg5M2U0MGIxYTllZmEyOTcyNWFhOTg2YTJhZGU0NGYzM2Q6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 KELLY, BRIAN
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: KELLY * First Name: BRIAN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/08/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 KELLY, BRIAN
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpiYTAxOjRlNGExNmNlNzZjNjAyZGUyYjI5OWM2ODE1ODc3ZDg4M2FmNjNhZmY4NWQzYWJhMTIxNTc3YWZlZGFlM2QxM2M6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 LANCASTER, CODY
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: LANCASTER * First Name: CODY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/12/1993 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 LANCASTER, CODY
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0ZmNlOjAxODdhY2VhYjhiMGM5NmYzYTYxZDY2Mzc1ODYzZDBjYTQyNjZiODA1Mzg4ZDQ3NzMyZmNlMWZmMmE5NDRjYTQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 LANTZ, TERRY
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: LANTZ * First Name: TERRY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/22/1964 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo2MDM4OmE3YzdiM2EyMDNhNDliNzU3MmM1YTM5ZGNlYjY0MDIzZGMxOTllOGM4Y2ZiNjIzNDQ5MTdhZDBiYzY3ZGIzYzQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: LOUCH * First Name: MARK MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/18/1986 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 LOUCH, MARK
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1N2M2OjVkN2M0MWQ1OWM0MTgyOTc5YzdlMWIxZmU2Nzg2YjgyODI1ZTU2NmZlMzc2Y2QzMjYxMGZmNmRhNWRlNzAwMTU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: LYNCH * First Name: ALEXANDER MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/18/1988 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozZjgxOmE5N2U4NGU3MGI4MTI5OGIyMDAwNDcyMjRjZmJkNjQ1MzE4MzUxNjJjYmJhOGZlODY1N2VlNTNlMzI5ZGZiNGU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MARTIN * First Name: JAMES MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/29/1966 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5YzYyOjlmMjcxM2YyMzM1MjdjNTMxMGI2NzE5YzI2ZGFjZGY5NmI5MmI4ZDViYjdlYTA3NDFlZTM0N2JkMTcyNzE2NzQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MATHENEY * First Name: MAURICE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 11/26/1975 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpkNjQ4OjMwNmI4MmM0MzkyYjNiZWU0MTgwOGY4ZmQ5ZTNkOTQ1NmIzZTcxMGMxNzAyZDIyNGM2NWM4ZjZkYTBkNzM4Yzc6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MATHES * First Name: JEFFREY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/10/1967 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowODkzOjEyYzVhY2E0NTkzNThkZTY2NDVjZWMwNWRkMWYwMWZiYzc3YzQ5M2Q4OGZiY2I0NDlmNjhhOTI0MTZkZDQ0NGY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MAU * First Name: JERRY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/09/1967 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozMzhjOjIyMGUxMWI0YzRiMmQxODk0MDZkNzQyZjY5ZWQzN2EyM2I0NzE1OTZlODQ2NDA3YzU4MmIxYzE5ZWI1OTM3MmI6cDpUOkY


MUGC9859 MAU, JERRY
Page 3

Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MCCLAIN * First Name: KEVIN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/03/1966 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozNjEwOjY2NjY5ZDY3ZGUwOGJkNThiNjVmMzc3NmY4OTVhZGM4ZTRhZmM2ZTI4ZjQxNzUwNmEzOWY1Y2ExMzQ3ZTQ1NmQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MCMAHON * First Name: RICHARD MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/02/1963 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozYTcyOmI2OTAyZWFlOWFmYzg4NTkzYjYyZTFmZjc1YzNkYzVlM2RhYWU1M2FkZTM0ZWIxMDk5OGFjYzUyOTEwNzAxZjA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MCMILLEN * First Name: SHAWN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/26/1974 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowMTVmOjcyZDE2OThkYTRkYjViODY0YmFhMjlkNWY1MThjMjBhZjEzOWY0MWJmZDIxNDIwMzZhZDM4YjQ2ODU4ZDQ2OGU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MERGENTHALER * First Name: JON MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/29/1994 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 MERGENTHALER, JON
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmZmIyOjRhYzA3ZGFmNjBmMjZhZTc2NDA3NTlmM2M3NjIyZjA5NDFmM2JkZDZkMzRkMmNmZDk2YTk2YTBkOTUzN2RlYTc6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MINIKUS * First Name: NOAH MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/24/1991 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyZTM3OjJiMzdmNmQwMjViOGZkZGNkNDQ2MWZhZDk4NWVlNzU2NzhmODhmZjdkNzA5ZjZiMjQ3ZmNjMmRhMGFkNDRhYjY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MORAN * First Name: TROY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/29/1966 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowNjYyOjFmZjVhMDI0NzZhMjEzNWQ4NWJiMWY0ZjFhNDcyNzgxNWFiYWZiMDk2MzExZjhiMjI2NTlhMDc1YzQxYWU0YWY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MURPHY * First Name: BRENT MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/11/1974 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4YTZkOjJkYTdjM2Q3ZGMwNDRjZjIzZTE5YTVmMzNjYjhkNzA1ZDhlNTRhYjNlZjAzZjAwOWVmOWEwMjAxOGZhODNlYTM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: MURRAY * First Name: JEREMY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 02/27/1976 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplZjJkOjA0ZmYzNWE2MmZkYWMyM2RmZmVlMmI4MjgxMTYzMWYyZTE1YWJlYWIzZmZiZDQ1MDcxODQ1MDY2OGQ2NjRiYTg6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: McDADE * First Name: DAVID MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/07/1964 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 McDADE, DAVID
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowNDc5OmI2M2U5MzBmY2M1OGFjMjI2MGQ0NjA4MjJiYzdmMTc3OWViZDY2MjA2MTU0YTQzZTNjNzVlNmI3MTRhNmFhMmU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 NORDMAN, KATHLEEN
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: NORDMAN * First Name: KATHLEEN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 11/21/1971 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpjODE1OmJmODY3Y2JlZDQxYWUwYzhmOTg2MjUxYjk5OTE2MzgyMzExMWY5MWVlOWYxYTNjZTJlN2E4YzY4ZGQzZjMwNDA6cDpUOkY


MUGC9859 NORDMAN, KATHLEEN
Page 3

Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ORTEGA * First Name: JULIE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 11/19/1993 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmNTY2OjVjYWJkYTIxNTIyOTY3YmJhNzc1MzNkOTA5YzliNjUxNmRhZGU3MWI5YTcxNmY5MDM2ODljOTRlNzJmMTAzOTQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: OSMANAGIC * First Name: EMIR MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/28/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoxZGI0OjI0NzIyMTdhMTY5Nzc0NTQyMzFkNjMyNmZhNjJjZThlNTM1YjIyODAyOGFiMDI0YzFiZGY0NTFkYzk2ZWUyYmU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: OVERKAMP * First Name: MICHAEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/27/1968 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1MmYxOjE1MzUwZmNkOWVmZjExYTZiZDc4ZTNmZmQ3NjVjNzRhNTM3YjQ0MDM0Y2ZiM2VmZTU2MGRhZjRkZmE4MGNjNDg6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PARKS * First Name: RONALD MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/15/1950 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $12,500 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $5,000 $6.06
o $10,000 $12.12
o $15,000 $18.17
o $25,000 $30.29
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o Ineligible
Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)

o Other $_____________ $_____________
o Decline

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowYWMxOmVlYTMyNmZiNzA5YzE0NjVlYjg4MGRmZjY1MGRhOGJmMTJkOTQyMDA1NzBjMTkxMjE0MGExNTM4NzBlZGFmNDE6cDpUOkY
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Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PETROUSEK * First Name: PAUL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/31/1991 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4ZDdhOjg3MmNhNDAwZjE2NjllYzA1YTBkZmJhYzNhNjZkNDE4MWM1MTJiYzUwZGRjNGFlMGRkMGU3Mzk5ZmFhYzJhZGE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PEVERILL * First Name: THOMAS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 06/26/1979 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyNGUzOjA0ZTVkMTZkNjY1MDJhNTgxODgxMWI3OTEzNzcyZGNmNDQzODI1NDdhMDRmNjg5Mjc1MmM0MDgwM2QxZjk3YTU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PEXA * First Name: MIKE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/04/1982 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3MmQ3OmZkOWM5MTFmNzY4NWE4MTAwZGM2N2Q2MzRiMTMxZTM1ZDM0Njg3NGY0ZDMxOTRkNDdhYzlkNzg5NjUwNmZkMTY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 PHILLIPS, CARLOS
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PHILLIPS * First Name: CARLOS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/12/1968 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0ZDlkOjI4M2VkMGI2Y2Q2Yjc5NmQ3NjJiZDY4ZGJkMjkxZjdiNWQzYjFlOTJjMzVjYjNkMDYxNWM0NjVlNWJkMGMyNzA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PLATTER * First Name: TIM MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 02/14/1968 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 PLATTER, TIM
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpjNDkwOjVkZWU4NDkwYjY5Y2Q3MmUxOTA5NjkzM2FmYTgyMGM1Y2U2NjM3NmNjMTMzYTZmMmVmZjcwNmExMjE2ZTA3NzM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PRIES * First Name: CADEN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/16/2004 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplNTcyOjg2NjA3ZmZlZmFlZTY3OWRiMmY0NTUwY2JmODEyMDkwZDY4M2QzOTIxMThiZWYxMzYxODJkOTBiODM1MDJmYzQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: PULS * First Name: GARY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/30/1957 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0ZTVmOjEzMzMyZjczNzg1MTZkOTNjNzVkMTdjNDQ0NDdiZDFmMjkxMjk0MzU0ZDhjMWJkMjBkZDk1NDBiZjFlOTdkN2Y6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: QUICK * First Name: CARL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/07/1952 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $16,750 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $6,700 $8.12
o $13,400 $16.23
o $20,100 $24.35
o $33,500 $40.59
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o Ineligible
Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)

o Other $_____________ $_____________
o Decline

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1YTdiOjEzNDE4Y2M2MGIwMTAzNzY2NzRkNjhlYjRlNDYxN2I5NWI1OGY4Y2JiZGZkYjI5NGIwMzRiMWE2NzJkNjc0OWQ6cDpUOkY
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Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: RANDALL * First Name: RAY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/20/1959 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3YWE5OjY4MThlNDJmMWJmNjRlOWEwMDRlZDVlZmI3MjNlMjI1MWM5MmViMjc4Y2ZjODk3YWRiYWRiM2NjNGY0MDIwNDI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: REESE * First Name: JAMES MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 04/13/1977 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0NGUxOmJhMzQ5MDY5NmQzMWMxN2ZjMTkyY2ZkZTJmYmM1OTRkMjM3ZTU4NThjZjA5ZTQzNTZmMDEyMGFkNGJjMDg0MWM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ROBINSON * First Name: PHILIP MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/10/1961 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpiMzBkOjhiZmEwY2ZhMGMzNDQ1ODBmMzIyN2E3NDI1MDE3ZDNiZTY3NGI1MjYyZGI2ZGQwMTY1OGI4NGIxNDZmNTliMjY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ROTH * First Name: NICHOLAS MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/29/1999 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyZDE3OmE5YTVjMzdmMDRhMjUxMjQ4NWE1MTRiMjNkNjJhZGU1Zjc5NDJlNjA4OTdhNTE2NmY3YmMzYTQ5ZjMxMjIxNmY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SAMPSON JR * First Name: MICHAEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 07/29/1971 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5ZmVhOmI0ZTNiMTQ2NzY5Y2I1NjUxMGIwZmFlNzc0OGRkNmI0YjkzYWZlYTlhYjE2MDEyYTUxMWE4YWE3NzlkY2I2MGQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SCHAFER * First Name: AUSTIN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 11/27/1997 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpmYzEzOjFlOTcyMDU1MTdiNTgwY2JjNGNiY2NmYTExNmQyNGI2Zjk5ZTgzMmUwMWU4YWEzNGU5ODliMmE4MjBkMWU1MmU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SCHAFER * First Name: CHIP MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 04/16/1959 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpiNDIyOmJiMTVhOWE1YzJjNzczYThlMDkwYzlhN2E3ODE5ODFlYWYyOWM2ZWIwODg5NDMxOTc0Y2IxMDFhNDFjYWFhMDM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SCHOEPSKE * First Name: ERIC MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/06/1987 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyZGJmOjFhZDUwYmE2MGNhZTExMWZlYjFhZWRlNDVmYjJlNThkMmFlMzhkYWY5NzVlMmUwZThlZTk1Mjk1NDUzOTBjOTk6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SCHROEDER * First Name: CHAD MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/25/1982 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1MWE2OjY4MDU0MTc4NGRkYmRhNGFjM2YyNDk3M2YxNGExYjFkNTZlMDc1ODA4Y2I4YWIxOTNlMTFjNmE1ZDE4ZDc1Mzk6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)





MUGC9859 SEHIC, ALEN
Page 1

Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SEHIC * First Name: ALEN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/25/1998 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.44
o $20,000 $0.88
o $30,000 $1.32
o $50,000 $2.19
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.22
o $10,000 $0.44
o $15,000 $0.66
o $25,000 $1.10
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzowMmQ2OjA1MTYwNDJmNjUwMGQwY2NiOWE0OGMxYWI0YjVmZTYxZWEzY2FmMTY3NWNlYzA4Y2FmOTljMDE3MGZkZTk1YzU6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SEHIC * First Name: NESIB MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/20/1976 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 SEHIC, NESIB
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4ODY1OjNmYmZkYmRhYTI3ZjlhYmI0ZTc0ODUyMjI2MjRhNmUwYTliODdjNjQxODM0OTE0NGRmZTFlMTEyZWJiMWM3YWQ6cDpUOkY


MUGC9859 SEHIC, NESIB
Page 3

Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SEHIC * First Name: SAMIR MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 11/02/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzpiMzNmOjZiYzQxZjE4ZDQ3NzIwMGI1YTBiMDg0ZTE1MTU4Y2FhNjk2NjY2ZThkYTljMGRmYjE0YzBmNjIxZDU1N2YzOWM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SHEA * First Name: KAYLA MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 02/17/1990 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzphYmFiOjI3NTRkY2VjOTNmMjYyNmNkOGMyMDI2ZWMwMWExMTEzMDYxOWVkMDdjNDM1NjZkYWU2YjZkYzM4YjVmODJiZWI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SHEEHAN * First Name: DANIEL MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/25/1970 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $2.61
o $20,000 $5.22
o $30,000 $7.82
o $50,000 $13.04
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.30
o $10,000 $2.61
o $15,000 $3.91
o $25,000 $6.52
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 SHEEHAN, DANIEL
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4MTM1OmIxM2YzZTUyMzE1MDJjN2IyOTg0YzhiYThkMTI1MmNlYjVmNWM4NGI4YjM0YzhmOWU1OWRiYmMxMGIwYWM5YzM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SHERWOOD * First Name: TIM MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/06/1974 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.48
o $20,000 $2.95
o $30,000 $4.43
o $50,000 $7.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.74
o $10,000 $1.48
o $15,000 $2.22
o $25,000 $3.69
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo0OTY1OjZmNTJlMmJkNzk2YWE1YjM0ZmNjNDg0ODcyNjNkYTUzNDhhY2I5NzRiYmM3OTNjNjVmNWM3MWQxNDE2YTU0ZmY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SILJKOVIC * First Name: HAJRUDIN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/29/1963 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 SILJKOVIC, HAJRUDIN
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplMTlhOmFmOThmMTY5ODFlOGM2N2E5Njg4ZmQ5ZjZhYTVlMWNlZDFjMmIzYTIxMDc4YjYwMWFmMzk3Zjc4MzU5ZjUzMjQ6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SMEDLEY * First Name: TOBY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/20/1980 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $1.02
o $20,000 $2.03
o $30,000 $3.05
o $50,000 $5.08
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.51
o $10,000 $1.02
o $15,000 $1.52
o $25,000 $2.54
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4ZDI0OjBlZTgxZTJjNzA0MTU2MGJmYWM1OTdmZjM4ZmU0ZGM4NmFiNjU5NjM3MzgzOGY3MzA1NmE1OWIyZjJiOTFlNzM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SMEDLEY * First Name: WILLIAM MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/17/1957 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline



MUGC9859 SMEDLEY, WILLIAM
Page 2

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4YWIwOmViYzEwZDAyM2Q2OTIyMGNhODMxMjI3ZDI1YWQwM2E1MDBjYTk0ODA2ZWM3YTE4ZWZiYTIyNjAxYjZjZDZkZDY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SMITH * First Name: DEMONTE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/18/1996 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzplM2Y2OjIxZDljMTQ5NDQ4OTFhZDllY2ZiYTczYTQ0YWUzZWI0NGY2NjNlZjM2NGNjYjlmOTEyOThiNTU5NmE5NGZiZGM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: SPATES * First Name: KIM MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/04/1964 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $3.92
o $20,000 $7.85
o $30,000 $11.77
o $50,000 $19.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $1.96
o $10,000 $3.92
o $15,000 $5.88
o $25,000 $9.81
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo1MzhhOjU3MGJkZmY0NDlmMWVmYmFkYmU5OTQ0NWEzZTczZTU4ZjhlODE2MDhhMTkwZjkxM2VhYjZhZDA3OWM2NjNiYjI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: STANLEY * First Name: JAVIN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/14/1994 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.55
o $20,000 $1.11
o $30,000 $1.66
o $50,000 $2.77
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.28
o $10,000 $0.55
o $15,000 $0.83
o $25,000 $1.38
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo2NWM5OmQ3MzM3MTdjOGY4MDY4OWUwYzM1YTdiZTc0NmMzZDliYjdkYmUyM2RiMDkxYjllNDI2OTU5OWFiZGUwY2YxOGE6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: TOURNIER * First Name: KYLE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 04/06/1989 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo3NjAyOjlkNzU2NmJiODdmNzkzN2QwMWMxODVhMjRlZTEyOGM0ZDFlYWIwNmQ2Yjk5OTZhMTM5NGU2YjU5Y2VkNmI5MmI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: TOURNIER * First Name: SHAUN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 12/05/1989 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyMDRlOjgyOTk2MTA3ZDBlNjQ5N2FkN2JjMjVjNzAzYzM1ZmFlNTZjZWUzYTViZWQ0YTdmZWE1M2Q4YWQ1OThiZWNkNzA6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: TRENT * First Name: STEVEN MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/03/1957 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzphMzlkOjc2ZThjNjhlNTQyMmI5ZTdkOTEwMWZkZGM5Mzk3ZjE0MTRlMDQ3NWFmZDNkZTU0NGEzM2NlOGU2NjIzMGRhMzM6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: WAGGETT * First Name: JOSHUA MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 09/15/1988 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.65
o $20,000 $1.29
o $30,000 $1.94
o $50,000 $3.23
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.32
o $10,000 $0.65
o $15,000 $0.97
o $25,000 $1.62
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoyMzA0OjJkNzQwYTA1OWY2YmU1NDYxOTUyYzVhMDI3ZjQ1MWI2NjgzNmU5OTk1YzZlY2QyNDE3OTU3NThhZjRmMmVmM2Y6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: WEDEMEIER * First Name: MATTHEW MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 01/20/1984 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $0.72
o $20,000 $1.43
o $30,000 $2.15
o $50,000 $3.58
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $0.36
o $10,000 $0.72
o $15,000 $1.07
o $25,000 $1.79
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo4Y2M3OjNkMmRiMmYzYjRkN2VlY2M0NWExMTQ0NzA3MDc0MTdjZTcyMzY1Y2U0ODZjNzVkN2EyNjEwOTUzMTczODM0MTI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: WILSON * First Name: BOBBIE MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 05/19/1957 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoxZjBmOjMwZTI3ZTEwNWFlNWE5NDJhNzlmZDY4MjMwNzIxZGQ2Mzg5NDRmOWRhYmExY2FkMWRhNDkyYjkzODBlNjRjZmY6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: WILSON * First Name: JAMES MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 08/30/1958 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $25,000 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $10,000 $7.50
o $20,000 $15.00
o $30,000 $22.50
o $50,000 $37.50
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o $5,000 $3.75
o $10,000 $7.50
o $15,000 $11.25
o $25,000 $18.75
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)
o Other $_____________ $_____________
o Decline
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You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzoxMzU4OjIyOTU0NzY2MzAxNTc5NmVkOWEyZDlhOThiOWQ2MTFmNTY5ZjI5YTk2NTY5Mzg2ZTMwZDY5NTJmYmY4YjU4ZjI6cDpUOkY
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: WILSON * First Name: LARRY MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 03/01/1954 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $16,750 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $6,700 $8.12
o $13,400 $16.23
o $20,100 $24.35
o $33,500 $40.59
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o Ineligible
Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)

o Other $_____________ $_____________
o Decline

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6Nzo5Zjg1OjhjMzVjNjQ2NTZjY2ZhYWE5NDdhOTBkZjUwZDc2ZGY1OGEyYTBkMWMzOTE2YmQyY2NmOTIzZjVhMzMxZGY4OTc6cDpUOkY
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Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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Enrollment Form
United of Omaha Life Insurance Company
3300 Mutual of Omaha Plaza, Omaha, Nebraska 68175

Employer Section (To be completed by the employer. Required fields are marked with an asterisk(*).)
*Employer Name: Waterloo Warehousing & Service Co Effective Date: 07/01/2026 Group ID: G000CY2P

Sub Group ID: Location Code: Class: Occupation:

*Salary:
$

o Hourly
o Monthly

o Weekly
o Semi-Monthly

o Bi-Weekly
o Annually

*Date of Hire: Hours Worked Per Week:

Employee Section (Please print clearly. Required fields are marked with an asterisk(*).)
* Last Name: ZMOLEK * First Name: DONNA MI:

* SSN/ID Number: * Birth Date (MM/DD/YYYY): 10/14/1952 * Gender: *Marital Status:

*Street Address: E-mail Address:

*City: *State: *Zip Code: Telephone: ( ) -

Short-Term Disability Coverage Election

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Short-Term Disability x o $350.00 per Week Paid by Employer
Basic Life and AD&D Coverage Election
If you the Employee are Age 70 or Older: At age 70, the benefit amount(s) available under this plan begin to reduce according to the reduction
schedule of the plan. If you are age 70 or older, the benefit amount shown below reflects the appropriate reduction for your current age.

Employee Coverage Only Enroll Decline Benefit Amount
Weekly

Premium Amount
(52/Year)

Basic Life and AD&D - Employee x o $16,750 Paid by Employer
Voluntary Life and AD&D Coverage Election
If you the employee are age 70 or older: The guaranteed amount available without answering health questions (Guarantee Issue Amount) and the
Voluntary Life benefit amounts available to you and your spouse are subject to a benefit reduction due to age:

At the Age of… 70 75
The Original Amount Will Reduce to 67% 50%

If you are age 70 or older, the benefit amounts shown below for you and your spouse are already reduced.

Employee and Dependent Coverage Benefit Amount - Select One Option
Weekly

Premium Amount
(52/Year)

Voluntary Life and AD&D - Employee o $6,700 $8.12
o $13,400 $16.23
o $20,100 $24.35
o $33,500 $40.59
o Other $_____________ $_____________
o Decline

Voluntary Life and AD&D - Spouse o Ineligible
Voluntary Life and AD&D - Child(ren) o $10,000 (per child) $0.55 (all children)

o Other $_____________ $_____________
o Decline

You must complete and submit an Evidence of Insurability form if you or your spouse are enrolling for Voluntary Term Life coverage in excess of the
Guaranteed Issue Amount (GIA). The form is available from your employer/benefits administrator, or is available online at
http://www.mutualofomaha.com/eoi. For your spouse, the GIA is the lesser of 100% of the amount you enroll for, or $25,000. In no event shall your
amount of insurance exceed times your salary.
- You must elect coverage for yourself for your dependent(s) to be eligible.
- The benefit amount elected for your child(ren) cannot be more than 100% of your elected benefit amount.
- The benefit amount elected for your spouse cannot be more than 100% of your elected benefit amount.
- You must be age 70 or less for your spouse to be eligible for coverage. Spouse coverage terminates when you reach the age of 70.
- Your dependent child(ren) must be under age 26 to be eligible for insurance.

https://protect.checkpoint.com/v2/r01/___http://www.mutualofomaha.com/eoi___.YzJ1OnRybm86YzpvZmZpY2UzNjVfZW1haWxzX2F0dGFjaG1lbnQ6NDgwNmRlOWQ1MGMzNTRhNTAzMTk5OTFiNzQ3NzIzN2M6NzozOWY4OjBiZDY0NDAwMzRmYTM3MTBhNzU5MjZiM2RkOTExMTc2NTRiOGY3NDFhYjY5NzY3M2MxMDU1NmVhNjczZWYzNDY6cDpUOkY
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Voluntary Dental Coverage Election

Employee and Dependent Coverage
Plan Option

(Choose High or Low Plan)
Weekly Premium Amount

(52/Year)
High Plan Low Plan High Plan Low Plan

Voluntary Dental - Employee Only o o $6.33 $2.73
Voluntary Dental - Employee + Spouse o o $12.71 $5.77
Voluntary Dental - Employee + Child(ren) o o $11.69 $6.87
Voluntary Dental - Employee + Family o o $19.66 $11.03

o Decline
The following applies to Voluntary Dental coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Voluntary Vision Coverage Election

Employee and Dependent Coverage Select One Coverage
Option

Weekly
Premium Amount

(52/Year)
Voluntary Vision - Employee Only o $1.39
Voluntary Vision - Employee + Spouse o $2.57
Voluntary Vision - Employee + Child(ren) o $2.79
Voluntary Vision - Employee + Family o $3.51

o Decline
The following applies to Voluntary Vision coverage:
- Your dependent child(ren) must be under age 26 to be eligible for insurance.
Dependent Information (If you enrolled dependents for insurance, you must complete this section. Please print clearly.)
If you need to list more dependents than space will allow, please include this information on a separate piece of paper and submit it with this form.

Name of Dependent
Last name First Name Gender Relationship

to Employee
Birth Date

(MM/DD/YYYY)

Beneficiary for Death Benefits (Right to change beneficiary is reserved to the insured.)
If naming more than one beneficiary, please attach a separate signed and dated sheet. Beneficiaries shall share benefits equally unless otherwise
stated. Some states have laws regarding beneficiary designation. Please consult your employer/benefits administrator for additional information.
Primary Beneficiary Designation

Last Name First Name Relationship
to Insured

Date of Birth
(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Secondary Beneficiary Designation
Last Name First Name Relationship

to Insured
Date of Birth

(MM/DD/YYYY) SSN

Telephone: Address of Beneficiary
(Address, City, State, Zip):

Enrollment Information
Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the applicable policy). If you are
required to pay premiums for any coverage, the enrollment form MUST be signed and dated to authorize payroll deductions. The premium amounts
indicated on this form are estimates, and are subject to change based on the final terms and conditions of the applicable policy as well as your age
and/or salary on the effective date of the coverage.
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Agreement and Signature
I represent that the information I have provided in this enrollment form is complete, true and accurate to the best of my knowledge. I understand that
payment of premium does not guarantee eligibility for coverage. I understand and agree that I must satisfy all active work or active eligibility
requirements that pertain to the policy to be eligible for coverage. I understand and agree that insurance coverage for my eligible dependent(s) may
be delayed if they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin,
in accordance with the terms of the policy.

Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the underwriting company,
at my own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period approved by the underwriting
company or due to a life change event as defined or allowed by the applicable policy, and that a waiting period may apply.

By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summary or
outline of coverage provided to me for each type of coverage. The above requirements will apply unless otherwise stated in the applicable policy, or
unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE _________________________________________ DATE ________/________/________

Additional Information
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. (Note: This fraud warning does
not apply to residents of AL, AR, CA, CO, DC, FL, KS, KY, LA, ME, MD, NJ, NM, NY, OH, OR, PR, RI, TN, VT and VA. Please review the specific
fraud warning for your state of residence if provided below, or view it online at www.mutualofomaha.com.)
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