United of Omaha Life Insurance Company
A Mutual of Omaha Company

Shouldn’t You Insure Your Income?

Serious illnesses or accidents can come out of nowhere. They can interrupt your
life and your ability to work for months – even years. Long-term disability can
pay a portion of your income, so you have the financial support to manage your
disability and your household.

Transport Workers Union of America
Don’t Miss Your Opportunity to Enroll
A long-term disability insurance policy, offered by United of Omaha Life Insurance Company, a
Mutual of Omaha company, helps replace a major portion of your income when you are sick or injured
and unable to work. Some people think of it as “paycheck protection.” Others view it as a way to
protect their home since a mortgage payment is often a family’s most significant expense.
Once you enroll, review your benefits at http://twusponsoredbenefits.mutualofomaha.com

89546

TWU

LONG -T ERM DISABILIT Y COV ER AGE HIGHLIGHTS
You are eligible to enroll for disability insurance coverage if you are an active member working 20 hours
or more per week as outlined by Transport Workers Union of America, performing normal activities and not
confined (as defined by the policy).
• Flight Simulator Instructors/Dispatchers: 30 hours per week
• All Other Full-Time Members: 30 hours per week
• Part-Time Members: 20 hours per week

Elimination Period

All Members: 180 days

Monthly Benefit Amount

Full-Time American Airlines/American Eagle Flight Simulator Instructors and
Flight Dispatchers:
Your benefit is equivalent to the lesser of 50 percent of your before-tax monthly
earnings or 70 percent of your basic monthly earnings, less other income sources,
not to exceed the plan’s maximum monthly benefit amount.
All Other Full-Time Members:
Your benefit is equivalent to the lesser of 50 percent of your before-tax monthly
earnings or 70 percent of your basic monthly earnings, less other income sources,
not to exceed the plan’s maximum monthly benefit amount.
Part-Time Members:
Your benefit is equivalent to 50 percent of your before-tax monthly earnings, less
other income sources, not to exceed the plan’s maximum monthly benefit amount.

Maximum Benefit Amount

Flight Simulator Instructors/Dispatchers: $6,000
Full-Time Members: $4,000
Part-Time Members: $500

Maximum Benefit Period

All Members: For as long as you remain disabled, or until you reach Social Security
Normal Retirement Age, whichever is sooner. If your disability occurs at age 65 or
above, your benefit period may be reduced.

ELIMINAT ION PERIOD
This is the amount of time before benefits begin, if you become disabled.
MONT HLY BENEFIT A MOUNT
The amount paid directly to you for as long as you’re disabled, or until you’ve reached the insurance plan’s
Maximum Benefit Period.
M A X IMUM BENEFIT PERIOD
The longest time period benefits are payable to you.
EFFECTIVE DATE
Coverage is effective May 1, 2016.
OT HER INCOME SOURCE S
Your benefit payments will be reduced by other income you receive or are eligible to receive due to your disability,
including but not limited to:
• Social Security Compensation
• Workers’ Compensation
• Other employer-based long-term disability insurance coverage you may have
• Unemployment benefits
• Settlements or judgments for income loss

PART IAL DISABILIT Y BENEFITS
If you become disabled and can work part time (but not full
time), you may be eligible for partial disability benefits, which
will help supplement your income until you are able to return
to work full time.
VOC AT IONAL REHABILITAT ION BENEFIT
If you become disabled and participate in the vocational
rehabilitation program, which offers services that help you
return to work, you will be eligible for a monthly benefit
increase of 5 percent.
ADDIT IONAL FE AT URE S
Recurrent Disability – If you return to work full time
following a disability and the disability recurs within 180 days,
you do not have to satisfy a new elimination period.
Waiver of Premium – Under this feature, your disability
insurance policy continues at no cost to you while you are
receiving benefits.
Survivor Benefit – If you pass away while receiving long-term
disability benefits, your benefits will be provided to your
beneficiaries for a period of time after your death.

E XCLUSIONS & LIMITAT IONS
PRE- E XIS T ING CONDIT IONS
Disabilities that occur during the first 12 months of coverage
due to a pre-existing condition during the 3 months prior to
coverage.* A pre-existing condition is any injury or sickness for
which you received medical treatment, advice or consultation,
care or services, including diagnostic measures, or had drugs
or medicines prescribed or taken in the 12 months prior to the
day you become insured under the policy.
Disabilities that occur as a result of the following are excluded,
including but not limited to:
• Results from an act of declared or undeclared war or
armed aggression
• Results from your participation in a riot or commission
of or attempt to commit a felony
• An intentionally self-inflicted injury or sickness or
attempted suicide, whether you are sane or insane
• Disability that occurs while incarcerated or
imprisoned for any period exceeding 31 days
• Disability that is a result of a loss of a professional
license, occupational license, or certification
Benefit payments may be limited for the following disabilities:
• Alcohol and Drug Abuse and/or Substance Abuse
24 months, Mental Disorder 24 months, Self-Reported
Symptoms 24 months, Specific Conditions 24 months

This information describes some of the features of the benefits plan. Benefits may not be available in all states. Please refer to the certificate booklet
for a full explanation of the plan’s exclusions, limitations and reductions. Should there be a discrepancy between the certificate booklet and this
outline, the certificate booklet will prevail.
Disability insurance underwritten by United of Omaha Life Insurance Company, 3300 Mutual of Omaha Plaza, Omaha, NE 68175, 1-800-769-7159.
United of Omaha Life Insurance Company is licensed nationwide, except in New York. Policy form number 7000GM-U-EZ 2010.

LONG -T ERM DISABILIT Y INSUR ANCE

Voluntary Long Term Disability Enrollment Form
Transport Workers Union of America
Underwritten by:

United of Omaha Life Insurance Company

Member Section
Last Name:

First Name:

Member ID:

Birth Date (MM/DD/YYYY):

*Street Address:
City:

MI:
Gender:

Date of Hire:

Local Union Number:
State:

Zip Code:

Telephone: (

)

-

Enrollment Instructions
Please enter all required information clearly so there will be no question as to your meaning.
Step 1: Please check your election below.
Step 2: Please sign and date this form.
Step 3: Please mail or fax this form to : Shawnya Canfield
Transport Workers Union - Local 513
759 N. Kimball Ave
Southlake, TX 76092
Fax: 817-329-0270
ShawnyaM@twu513office.com
The enrollment period is January 1, 2015 through December 31, 2015. Forms must be faxed or postmarked no later than April 1, 2016 to
qualify for the open enrollment.
For rate and cost information, please refer to the rate sheet provided with this form.

Voluntary Long-Term Disability Coverage Election
Member Coverage Only
Enroll
Long-Term Disability



Decline


Benefit Amount
$_________ per Month

Agreement and Signature
I acknowledge that I have been given the opportunity to enroll in the Disability insurance coverage described in the Benefit Fact Sheets and offered
through Transport Workers Union. 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.
I understand if I enroll during this open enrollment period that my coverage is subject to a pre-existing condition exclusion.
Should I apply for waived coverage in the future, I understand that evidence of insurability may be required, acceptable to the insurance company, at my
own expense. I understand that if coverage is applied for in the future, it must be during an enrollment period or due to a life change event as defined by
the policy, and that a waiting period may apply. In the event of any difference between the enrollment form and the insurance policy, I agree to be bound
by the insurance policy.
By signing below, I acknowledge that I understand and agree to the above statements, and that I have read and understand the benefit summaries
provided to me for each line of coverage. The above requirements will apply unless otherwise stated in the policy, or unless prohibited by any applicable
state or federal law.

SIGNATURE OF MEMBER __________________________________________________

Voluntary Long Term Disability Open Enrollment Eff 01/01/2014

DATE ________/________/________

TWU-ATD MEMBERS VOLUNTARY INSURANCE PROGRAM
PAYROLL DEDUCTION AUTHORIZATION
1/1/2014 Elections
EMPLOYEE NAME:__________________________________________ S.S. NUMBER:________________________________________

ADDRESS:__________________________________________________________________________________________________________

EMPLOYEE NUMBER:________________________________

TYPE OF DEDUCTION:_______________________________________

NEW ENROLLMENT ( ) CHANGE (

) WEEKLY PREMIUM:$______________ BI-WEEKLY PREMIUM:$_________________

To my employer (herein called THE COMPANY): I hereby voluntarily authorize my employer to deduct from any
paycheck which may be due to me each week the amount shown above and to pay the premium on any of the
following benefits if elected:
(
(
(
(
(
(
(

)
)
)
)
)
)
)

Voluntary Term life insurance issued by Lincoln Financial
Voluntary Group Accident insurance issued by Lincoln Financial
Whole Life insurance issued by UNUM
Voluntary Group Critical Illness insurance issued by Aflac Group Insurance Company
Critical Illness Riders
Short Term Disability Insurance issued by Standard Insurance Company
Long Term Disability Insurance (Mutual of Omaha)

I understand that, if there are any problems with my deduction. I understand that my employer will make the
deductions authorized only when I have sufficient pay to cover the deduction in full and in accordance with all other
details as may be agreed upon with my employer acting for itself and me. Such deductions shall continue until
termination of my employment or written notice by me requesting cancellation of this order from THE COMPANY.
Any missed deductions will be made up on a direct payment basis. I understand that my employer is making these
deductions as an accommodation for me and THE COMPANY and that my employer shall have no liability with
respect to these deductions or the insurance offered by THE COMPANY or any matter related to such insurance. I
understand that if I have any claim against my employer with respect hereto, my sole remedy shall be payment by
my employer to THE COMPANY or its designee of any amounts my employer may have failed to remit to THE
COMPANY or its designee, provided that, if said failure to remit is due to underdeductions, my employer is able to
effect a deduction of the full amount underdeducted, or in the event of an overdeduction, payment by my employer
to me of the amount of such excess. I hereby release my employer from all other liability to me, my assigns, heirs or
beneficiaries with respect to the deductions, THE COMPANY’s insurance, any benefits paid thereunder, or any
matter related hereto.

Date: ___________________

Employee Signature:______________________________________

Voluntary Long Term Disability Benefit Cost Sheet
Transport Workers Union of America
Underwritten by:

United of Omaha Life Insurance Company

Group 1 Description:

Full time members of AA except Flight Dispatchers who are not eligible for the Disability pension (“not
eligible” means under age 50 or less than 15 years of credited experience)

Group 1 Rate:

$.64 per $100 Monthly Covered Earnings for first $1,250 of earnings plus $1.33 per $100 Monthly Covered
Earnings above $1,250

Annual Income
Monthly Cost
Weekly Cost

Group 1 Sample Costs
$30,000
$40,000
$24.63
$35.71
$5.68
$8.24

$20,000
$13.54
$3.13

$50,000
$46.79
$10.80

$60,000
$57.88
$13.36

Group 2 Description:

Full time members of AA except Flight Dispatchers who are eligible for the Disability pension (“eligible”
means at least age 50 with at least 15 years of credited experience)

Group 2 Rate:

$4.05 per employee per month for first $1,250 of earnings plus $0.68 per $100 Monthly Covered Earnings
above $1,250.

Annual Income
Monthly Cost
Weekly Cost

Group 2 Sample Costs
$30,000
$40,000
$12.55
$18.22
$2.90
$4.20

$20,000
$6.88
$1.59

$50,000
$23.88
$5.51

$60,000
$29.55
$6.82

Group 3 Description:

Full time AA Flight Dispatchers

Group 3 Rate:

$0.54 per $100 Monthly Covered Earnings for employees under age 50, and $0.44 per $100 Monthly
Covered Earnings for employees age 50 and above.

Annual Income
Monthly Cost
Weekly Cost

$20,000
$9.00
$2.08

Group 3 Sample Costs – Under Age 50
$30,000
$40,000
$13.50
$18.00
$3.12
$4.15

$50,000
$22.50
$5.19

$60,000
$27.00
$6.23

Annual Income
Monthly Cost
Weekly Cost

$20,000
$7.33
$1.69

Group 3 Sample Costs – Over Age 50
$30,000
$40,000
$11.00
$14.67
$2.54
$3.38

$50,000
$18.33
$4.23

$60,000
$22.00
$5.08

$50,000
$4.09
$0.94

$60,000
$4.09
$0.94

Group 4 Description:

Part time AA Members

Group 4 Rate:

$4.09 per employee per month

Annual Income
Monthly Cost
Weekly Cost

Eff 01/01/2013

$20,000
$4.09
$0.94

Group 4 Sample Costs
$30,000
$40,000
$4.09
$4.09
$0.94
$0.94

Group 5 Description:

Full time at Allied Fueling (not eligible for the deferred LTD payment benefit)

Group 5 Rate:

$.32 per $100 Monthly Covered Earnings for first $1,250 of earnings plus $0.68 per $100 Monthly Covered
Earnings above $1,250

Annual Income
Monthly Cost
Weekly Cost

$20,000
$6.83
$1.58

Group 5 Sample Costs
$30,000
$40,000
$12.50
$18.17
$2.88
$4.19

Group 6 Description:

Full Time American Eagle Members

Group 6 Rate:

$0.46 per $100 Monthly Covered Earnings

Annual Income
Monthly Cost
Weekly Cost

$20,000
$7.67
$1.77

Group 6 Sample Costs
$30,000
$40,000
$11.50
$15.33
$2.65
$3.54

Group 7 Description:

Part Time American Eagle Flight Dispatchers

Group 7 Rate:

$3.42 per employee per month

Annual Income
Monthly Cost
Weekly Cost

Eff 01/01/2013

$20,000
$3.42
$0.79

Group 7 Sample Costs
$30,000
$40,000
$3.42
$3.42
$0.79
$0.79

$50,000
$23.83
$5.50

$60,000
$29.50
$6.81

$50,000
$19.17
$4.42

$60,000
$23.00
$5.31

$50,000
$3.42
$0.79

$60,000
$3.42
$0.79

