
Brought to you by: 

En rollment Form 
Underwritten by: United of Omaha Life Insurance Company 

Employer Section (To be completed by the employer/plan administrator. Required fields are marked with an asterisk (*).) 
*Employer's Name: Mira Costa Community College 

Group ID: G000418J 

'Full-Time Employment Date: 

Sub Group ID: 

Effective Date 

Location Code: 

consult your employer/benefits administrator for additional information. 

Prima Beneficia Desi nation 

If more than one beneficiary is named, the beneficiaries shall share benefit equally unless otherwise stated below. If indicating benefit percentages, the 
percentages must total 100% for Primary Beneficiaries and 100% for Secondary Beneficiaries. Some states have laws regarding beneficiary designation. Please 

Date of Birth Address of Beneficiary Relationship BenefitLast Name First Name 
to Insured Percentage (%)(MM/DD!VYYY) (Address, City, State, Zip) 

Percentage Total: 100% 

Seconda 
Relationship Date of Birth Address of Beneficiary Benefit

Last Name First Name 
to Insured Percentage (%)(MM/DD!VYYY) (Address, City, Stale. Zip) 

Percentage Total: 100% 

Enrollment Infonnation 

Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the 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 ar 
subject to change based on the final terms and conditions of the policy as well as your salary and age on the effective date of the policy. 

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 ensure my eligibility for coverage. I understand and agree that I must satisfy all active work and/or active employment reqUirements that 
pertain to the policy to be eligible for coverage. Should I decline coverage(s), I understand and accept the Waiver of Group Insurance provisons that follow. 

By signing below, I acknOWledge that I understand and agree to the above statements. 

~ SIGNATURE OF EMPLOYEE DATE 

Waiver of Group Insurance 
Should I apply for waived coverage(s) in the future (either for myself or my eligible dependent(s)), I understand that evidence of insurability may be required, 
acceptable to the Insurance Company, at my own expense. If waiving dental coverage, I understand that if coverage is applied for in the future, Benefit Waiting 
Periods may apply. 

The above requirements will apply unless otherwise stated in the policy, or unless prohibited by any applicable state or federal law. 



Application for Group Life Insurance E) 
~
United of Omaha Life Insurance Company (United)
 

Home Office: Omaha, Nebraska MUTUilL#OmilHiJ
 
Please Return the Attached Form to the Attention of: 51 - Group Underwriting Individual Selection
 
(Please complete in black ink,)
 
Section 1 - To Be Completed By Employer 
Employer's name _ 

Employer's address _ 

Group 1\10. Date employee's full-time employment began _ 

Employeesjobdescript~n	 _ 

Signed for employer by	 Employer phone number: _ 

Section 2 - To Be Completed By You 

Name ----,;_,.,....- --:-=:--:": =--:-::--:--__ Soc. Sec. No. _ 
(Last) (First) (Middle) 

Address -------:-=--:-------c::-:-..,...-----------,.------,--------,=--::-...,....,...------ ­
(Street) (City) (State) (Zip Code) 

Date of Bi rth Place of birth -----:-:---:--:-':::':-:-:-:-::---:-""7"7'"'::"": Heig ht Weig ht Sex _ 
(Mo.) (Day) (Yr.) (Include State if Born in U.S.) 

Beneficiary Applicant's Phone # _ 

For You Only 
Total amount of insurance being applied for is $ My annual Salary is $ _ 

For Your Spouse For Your Dependent Children 
Total amount of insurance being applied for is $ Total amount of insurance being applied for is $ _ 

f I f ddt . I' t II I' 'bl ddt b \ I I d d II . d h'ldI you apply or epen en s Insurance. IS a your e Igl e	 epen en s eow. nc u e your spouse an a unmarne CI reno 
Relationship Birth Date WeightName of Dependents Height 

Statement of Physical Condition 
If you answer "Yes" to any of the following questions. please give full details following question 3 below. YES NO 
1.	 During the past ten years. have you or your dependents ever had. been told of having, or received advice or treatment 

for any of the following: blood or circulatory disorder, mental nervous or emotional disorder, kidney disorder, lung 
disorder, heart disorder. liver disorder. diabetes, alcohol or drug abuse, paralysis, cancer, tumor, epilepsy, high blood 
pressure. stroke, or having Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC)? . DO 

2.	 During the past five years, have you or your dependents had prescribed or taken any drug requiring a physician's 
prescription? .. DO 

3.	 During the past five years, have you or your dependents ever been confined to any hospital or similar institution, or 
consulted a physician for any disease not listed above, or been advised to have any surgical operation or diagnostic 
tests? .. DO 

For any "Yes" answers above. please complete the ollowinq. 

Ques. 
No. 

Name 
Condition, Injury, findings of Examination, 

or prescription Month 
and Year 

Date of 
Recovery 

Name and Address 
of Hospital or 

Attendinq Physician 

Please sign and date on the reverse Side 

7684GA-VTL-EZ 03 



STATEMENT OF APPLICATION AND AUTHORIZATION 

I apply for life insurance for myself and those dependents named above who are eligible for insurance. I understand that 
any insurance for myself and/or my dependent spouse in excess of the guaranteed issue amounts will not begin until 
United of Omaha approves my spouse and myself for such amounts. I have given the above answers to obtain this 
insurance. Information in this application, a copy of which shall be attached to and made a part of my certificate when 
issued, is given to obtain the program requested and is true and complete to the best of my knowledge and belief. I know 
that insurance could be void if these answers are not true and complete. 
I permit my employer to deduct the monthly premium contribution from my earnings. 
Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or deceptive statement may be guilty of insurance fraUd. 

Authorization to Receive and Disclose
 
Meanings of Terms
 

"MIS Group, Inc. (MIS)" means: a non-profit membership organization of life insurance companies which operates an 
information exchange on behalf of its members. 

"Personal Information" means: all health information, such as medical history, mental and physical condition, 
prescription drug records, drug and alcohol use and other information such as finances, occupation, general reputation 
and insurance claims information about me and, if my children are proposed insureds, my children also. 

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

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

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

To the MIS: 
I authorize you to disclose Personal Information about me, (the undersigned), or my children, to the Specified 
Companies and their reinsurers. You are not authorized to disclose information about me to a consumer reporting 
agency. Information received will assist in verifying the accuracy of the information I have provided in my 
application(s) for insurance with one or more of the Specified Companies. 

I also authorize the Specified Companies and their reinsurers to disclose Personal Information about me or my children to 
the MIS. I understand that the Personal Information received by the MIS may be disclosed, upon request, to another 
member company with whom I apply for life or health insurance or to whom I may submit a claim for benefits. 

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

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

Attn: Group Specialty Underwriting
 
Mutual of Omaha
 

Mutual of Omaha Plaza
 
Omaha, NE 68175-0001
 

I also understand that any revocation of this authorization will not affect any use or disclosure of Personal Information that 
occurred prior to the receipt of my revocation. 

I have been advised that I, or my authorized representative, am entitled to receive a copy of this authorization. A copy of 
this authorization is as effective as the original. 

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

-7-------------­
Signature of Employee	 Date 

Signature of Spouse	 Date 

7684GA-VTL-EZ 03 



UNITED O/OMAHA LIFE INSURANCE COMPANY 

VOLUNTARY TERM LIFE AND ACCIDENTAL ()
DEATH & DISMEMBERMENT INSURANCE 

MUTUill!10milHil 

THE NEED FOR LIFE INSURANCE 
The unexpected death of a family member is devastating 
for survivors. Too frequently, the hardships are 
compounded by financial losses 
that could have been avoided with adequate 
life insurance. 

Voluntary term life insurance can protect your loved ones 
against the financial hardships ofyour death by giving 
them the means to manage certain expenses. If you are 
undecided about your need for life insurance, determine 
how the following statements and financial obligations 
apply to you: 

•	 I am married 

•	 I have children and/or dependents 

•	 I support someone else 

•	 I have a business 

•	 I am concerned that my retirement pension and 
savings plans will not provide sufficient funds for my 
beneficiaries 

•	 I would like to be able to make a significant 
charitable contribution 

ASSESSING LIFE INSURANCE NEEDS 
Your life insurance needs depend on your personal 
situation. Consider the following expenses as you assess 
your current life insurance needs. 

Major Expenses - Often, the death of a loved one is 
preceded by extensive medical needs - resulting in 
increased medical expenses. Life insurance can be used to 
pay these bills, as well as estate settlement costs and 
estate taxes (if applicable). 

Income Replacement - In most cases, income 
replacement is the primary reason you need life insurance. 
Ask yourself these two questions: What is your annual 
take-home income after taxes? And, how many years will 
your dependents need your income to maintain their 
present standard of living? 

Housing - Life insurance proceeds may be used to 
purchase a home or payoff an existing mortgage. 

Outstanding Debts - Rather than leaving joint debts to 
the survivor, you should have enough life insurance to 
pay credit card balances, auto loans, student loans and 
other debts. 

College Fund - For 2004-2005, the average 
cost of a four-year public college or university is 
$11,354 for tuition, fees, books, supplies, room 
and board. The average cost of a four-year private 
institution is $27,516. 1 

In a study ofwidows and widowers who received life 
insurance proceeds following the death of a spouse, 
approximately 40 percent believed their spouses did not 
have enough life insurance. It's important to note that the 
widows and widowers in the study were all between the 
ages of25 and 54.2 

YOUR OPTION TO PURCHASE VOLUNTARY TERM 
LIFE INSURANCE 
Voluntary term life insurance is available now to you at 
coverage levels that meet your family's financial needs. 
Also, purchasing through your employer ensures you'll 
receive 

ELIGIBILITY GUIDELINES 
All active, full-time employees that satisfY the employer's 
work requirements for coverage, are performing normal 
activities, and are not "confined" as defined by the policy 
are eligible. 

CHOOSING A LIFE INSURANCE 
COVERAGE AMOUNT 
"Life Insurance Coverage Guidelines," available on the 
Benefits Summary, have been selected by your employer 
for this plan. Between the minimum and the maximum, 
you can choose the amount of life insurance coverage that 
you want. 

To select a life insurance coverage amount for yourself, 
please refer to the "Coverage Selection and Premium 
Calculation" section of the Benefits Summary.a 
competitive rate. 



LIFE INSURANCE BENEFIT PAYMENT 
The death ofa family member is a stressful time, making 
important financial decisions difficult. That's why death 
benefits of $1 0,000 or more are deposited into an interest­
bearing checking account in the beneficiary's name. This 
account provides easy and immediate access to the death 
benefit proceeds with no monthly service or maintenance 
fees. Monthly statements are issued to the beneficiary 
showing all transactions and interest credit. 

Death benefits less than $10,000 will be issued in the 
form of a check made out to the beneficiary. Life 
insurance benefits received by a beneficiary of this plan 
are not subject to income tax, according to current federal 
income tax laws. 

ACCIDENTAL DEATH & DISMEMBERMENT 
BENEFITS 
This plan includes accidental death & dismembennent 
(AD&D) coverage. AD&D benefits are paid ifyou are 
injured as a result ofan accident, and that injury is 
independent ofsickness and all other causes. 

AD&D benefits are dependent upon the type of loss 
suffered, and are either a portion of or the entire principal 
sum. Additional AD&D benefits, which pay in addition to 
the principal sum for certain types of losses, may also be 
available. Please refer to the Benefits Summary for 
additional information. 

SOURCES 

I Trends in College Pricing 2004, The College Board, 
August 2004 
2 The Financial Impact of Death, LIMRA International, 2004 

How TO ENROLL FOR VOLUNTARY TERM LIFE 
AND AD&D INSURANCE 

To enroll for voluntary tenn life and AD&D insurance, 
follow these simple steps: 

1.	 Complete the employee section of the enrollment
 
form.
 

2.	 Ifyou are purchasing the coverage, complete the 
"Voluntary Life Coverage Election" section by 
placing a ..J or an x in the box next to Voluntary Life 
and indicate the Benefit Amount and Premium 
Amount (from the calculation worksheets) in the 
appropriate areas. Note: If your employer has chosen 
to pre-populate the enrollment fonn, this information 
may be printed on the form for you. 

3.	 Sign and date the enrollment form. 

4.	 Return your enrollment form to your benefits 
administrator by the deadline. 

Ifyou choose to decline the coverage, review the "Waiver 
of Group Insurance" section on the enrollment fonn and 
return the form to your benefits administrator. 

lmportallt Note: Completing the enrollmentform does 
not guarantee coverage. Coverage is contingent upon 
satisfying minimum employee participation guidelines set 
by United ofOmaha. 

Voluntary term life insurance and accidental death & 
dismemberment insurance are underwritten by United ofOmaha 
Life Insurance Company, Mutual ofOmaha Plaza, Omaha, 
Nebraska 68175. United ofOmaha Life Insurance Company is 
licensed in all states but New York. Term Life Policy Form 
Number: 7000GM-C-EZ 2001. AD&D Policy Form Number: 
7000GM-M-EZ-2001. 

mutualofomaha.com 

Underwritten by:
 
UNITED ofOMAHA LIFE INSURANCE COMPANY
 

This iriformation describes some ofthe features ofyour benefits 
plan. Benefits may not be available in all states. Please refer to 
your Certificate Bookletfor aful! explanation ofyour plan's 
benefits, exclusions, limitations and reductions. Should there be 
any discrepancy between the Certificate Booklet and this 
outline, the Certificate Booklet will prevail. Benefits availability 
is subject to final acceptance and approval ofthe group 
application by United ofOmaha Life Insurance Company. 



UNITED a/OMAHA LIFE INSURANCE COMPANY 

VOLUNTARY TERM LIFE AND AD&D INSURANCE 

BENEFITS SUMMARY 

For Employees of Mira Costa College 
ELIGIBILITY - CLASS A001 : ALL ELIGIBLE EMPLOYEES 
Employee Eligibility 
Re uirement 
Minimum Work Hours 
Covera e Pa ment 

• 
Cost for Covera e 
Benefit Election 
Covera e Per unit 

Maximum 

$6.60JUnit 
Choice of 1, 2 or 3 Units 

Em 10 ees Attained A e 
Under Age 25 

25 but less than 30 
30 but less than 35 
35 but less than 40 
40 but less than 45 
45 but less than 50 
50 but less than 55 
55 but less than 60 
60 but less than 65 
65 but less than 70 
70 but less than 75 
75 but less than 80 

80 or older 
3 Units 

Amount of Additional Insurance 
$70,000 
$60,000 
$50,000 
$44,000 
$32,000 
$24,000 
$16,000 
$13,000 
$11,000 
$7,200 
$4,600 
$3,000 
$2,000 

er Unit 

BENEFITS 

Life Insurance Benefit Amount 

Within the coverage guidelines defined above, you select the amount of life insurance 
coverage you want. 

Note: In the event ofdeath, the benefit paid will equal the benefit amount after any age reductions less any 
livin care/accelerated death bene Its reviouslv aid under this Ian. 

Accidental Death & 
Dismemberment (AD&D) 
Benefit Amount 

An amount equal to the Principal Sum of life insurance benefit to a maximum of 
$50,000. 

FEATURES 
Living Care/Accelerated Death 
Benefit 

50% of the amount of the life insurance benefit is available to you if terminally ill, not 
to exceed $100,000. 

Waiver of Premium 
If it is determined that you are totally disabled, your life insurance benefit will continue 
without payment of premium, subject to certain conditions. 

Total Access Benefit Services 
Payment for life insurance benefits exceeding $10,000 are automatically deposited into 
an interest-bearing checking account for beneficiaries. 

Additional AD&D Benefits 
In addition to basic AD&D benefits, you are protected by additional benefits described 
in the "Additional AD&D Information" section. 

Portability 
The portability feature allows you to continue this insurance program for yourself and 
your dependents should you leave your employer for any reason, without having to 
provide evidence of insurability (information about your health). 

Conversion 
If your employment ends, you may apply for an individual life insurance policy from 
Mutual of Omaha without having to provide evidence of insurability (information about 
your health). You will be responsible for the premium for the coverage. 

Note: Additional information about the benefits andfeatures ofthis plan will be included in the summary ofcoverage, which you will receive after 
enro/lin~, and in the certificate booklet, available from vour emvlover. Please contact vour emvlover ifvou have clllestions vrior to enrollinf!. 



inde endent of sickness and all other causes. Benefits are 
Loss 

• Life 
• Both hands, both feet or entire sight of both eyes 
• One hand and one foot 
• One hand and entire sight of one eye 
• One foot and entire sight of one eye 
• S eech and hearin both ears) 
• One hand, one foot or entire sight of one eye 
• S eech or hearin (both ears) 
• Loss of thumb and index fin er of same hand 

aid as indicated below: 
Benefit 

Principal Sum 

One-half of the Principal Sum 

ADDITIONAL ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D INFORMATION� 

We will not pay for any loss which: 
• Results from intentionally self-inflicted injury or sickness, suicide or attempted suicide. 
• Results from participation in a riot or in the commission of a felony. 
• Results from an act of declared or undeclared war or armed aggression. 
• Is incurred while the covered person is on active duty or training in the Armed Forces, National Guard or Reserves of any 

state or country and for which any governmental body or its agencies are liable. 
• Is caused by intentional, self-infliction of carbon monoxide poisoning emanating from a motor vehicle. 
• Is caused by the covered person while intoxicated or under the influence of any controlled drug. 
• Results in injuries the covered person receives while riding in any aircraft engaged in racing, endurance tests, or acrobatic 

or stunt fl in . 
Note: Additional information about the exclusions for AD&D coverage will be incillded in the summary ofcoverage, which you will receive after enrolling, 
and in the certi lcate booklet, available rom our em 10 er. Please contact our em 10 er i au have lIestions rior to enrollin . 

This in/ormation describes some ofthe features afthe benefit!i plan. Benefits may not be available in all slaleJ'. Please refer to the certificate bookJeljorajull c:xplanation of/he 
plan 's benefits, exclusions, limitations and reductions. Should there be any discrepancy between the certificate booklel and this OuTline, the certificate booklet will prevail. 

 availability is subject 10 final acceptance and approval oflhe group application hy Mutual ofOmoho. Term lift insurance and accidental death & dISmemberment 
insurance are undetwrillen by United ofOmaha Lift I",urance Company, Mutual ojOmaha Plaza, Omaha, Nebraska 68175. UnitedofOmaha Lift Insurance Company is IIccnsed in every 
state except New York Term Lift Policy Form Number 700OGM-C-E2-200J. AD&D Palicy Form Number 70IlOGM-M-EZ 2001. 



MUTUAL of OMAHA INSURANCE COMPANY 

Group Claim Fraud Statements
 
MuruiJlgfOmiJll~ 

The following fraud language is attached to, and made part of this claim form. Please read and do not remove 
these pages from this claim form. 

**	 Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company 
files a claim containing false, incomplete, or misleading information may be prosecuted under state law. 

**	 Arizona: For your protection Arizona law requires the foIIowing statement to appear on this form. Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and 
civil penalties. 

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

**	 California: For your protection California law requires the following to appear on this form. Any person 
who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may 
be subject to fines and confinement in state prison. 

**	 Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may 
include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of 
an insurance company who knowingly provides false, incomplete, or misleading facts or information to 
a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
claimant with regard to a settlement or award payable from insurance proceeds shaII be reported to the 
Colorado division of insurance within the department of regulatory agencies. 

**	 Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a 
statement of claim containing any false, incomplete, or misleading information is guilty of a felony. 

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

**	 Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a 
statement of claim or an application containing any false, incomplete, or misleading information is guilty 
of a felony of the third degree. 

**	 Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a 
statement of claim containing any false, incomplete, or misleading information is guilty of a felony. 

**	 Indiana: A person who knowingly and with intent to defraud an insurer, files a statement of claim 
containing any false, incomplete, or misleading information, commits a felony. 



**	 Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files 
a 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. 

H	 Maine, Tennessee or Virginia: It is a crime to knowingly provide false, incomplete or misleading
 
information to an insurance company for the purpose of defrauding the company. Penalties include
 
imprisonment, fines and a denial of insurance henefits.
 

H	 Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer
 
is guilty of a crime.
 

**	 New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, 
files a statement of claim containing any false, incomplete or misleading information is subject to 
prosecution and punishment for insurance fraud, as provided in RSA 638:20. 

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

H	 New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM 
FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN 
AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO CIVIL 
FINES AND CRIMINAL PENALTIES. 

**	 New York: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE 
COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR STATEMENT 
OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION OR CONCEALS FOR THE 
PURPOSE OF MISLEADING INFORMATION CONCERNING ANY FACT MATERIAL THERETO, 
COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME AND SHALL ALSO BE SUBJECT 
TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE STATED VALUE OF 
THE CLAIM FOR EACH SUCH VIOLATION. (PURSUANT TO 11 NYC RR86) 

H	 HOhio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an 
insurer, submits an application or files a claim containing a false or deceptive statement is guilty of 
insurance fraud. 

H	 Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any 
insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete, or 
misleading information is guilty of a felony. 

H	 Pennsylvania: 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. 

**	 Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty 
of a crime and may be subject to fines and confinement in state prison. 

**	 Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance 
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of 
insurance benefits. 

**	 If you live in a state other than mentioned above, the following statement applies to you: 
Any person who knowingly, and with intent to injure, defraud or deceive any insurer or insurance 
company, files a statement of claim containing any materially false, incomplete, or misleading information 
or conceals any fact material thereto, may be guilty of a fraudulent act, may be prosecuted under state law 
and may be subject to civil and criminal penalties. In addition, any insurer or insurance company may deny 
benefits if false information materially related to a claim is provided by the claimant. 


