
Your Name:                                                                            NIS Employee Number: Social Security # (Tax ID):

Dependent and Benefi ciary Information: (The NIS system will assign a new address book number to non-employees.)
Name (First, MI, Last)                                                               Relationship: Gender M F Date of Birth

Social Security #

Phone #                                                                                   Employed Y N  Legally Disabled? Y N

e-mail                                                                                       High School Graduate Y N Date of Disability

Street Address                                                                         Full Time Student Y N Date of Medicare

City, State, Postal Code                                                         School Attending:

Name (First, MI, Last)                                                               Relationship: Gender M F Date of Birth

Social Security #

Phone #                                                                                   Employed Y N  Legally Disabled? Y N

e-mail                                                                                       High School Graduate Y N Date of Disability

Street Address                                                                         Full Time Student Y N Date of Medicare

City, State, Postal Code                                                         School Attending:

Name (First, MI, Last)                                                               Relationship: Gender M F Date of Birth

Social Security #

Phone #                                                                                   Employed Y N  Legally Disabled? Y N

e-mail                                                                                       High School Graduate Y N Date of Disability

Street Address                                                                         Full Time Student Y N Date of Medicare

City, State, Postal Code                                                         School Attending:

Name (First, MI, Last)                                                               Relationship: Gender M F Date of Birth

Social Security #

Phone #                                                                                   Employed Y N  Legally Disabled? Y N

e-mail                                                                                       High School Graduate Y N Date of Disability

Street Address                                                                         Full Time Student Y N Date of Medicare

City, State, Postal Code                                                         School Attending:

Employee Benefi ts Open Enrollment Worksheet
Be sure you have your log in ID and password before you begin the on-line Open Enrollment process.

D
ependent 3

D
ependent 1

D
ependent 2

D
ependent 4



MEDICAL: Nebraska BlueSelect � � � �

 Nebraska BlueChoice � � � �

 Mutual of Omaha PPO Plan � � � �

 Mutual of Omaha HMO Plan ** � � � �

 Mutual of Omaha POS Plan ** � � � �

 Preferred Provider Network Only Plan  � � � �

 Mutually Preferred POS Plan  � � � �

 TRICARE     � � �

DENTAL: Ameritas � � � �

VISION: Vision Service Plan � � � �
LIFE INSURANCE: Mutual of Omaha

  Basic Life �

  Supplemental Life: � Flat 5,000 � 1 x Annual Salary � 2 x Annual Salary  � 3 x Annual Salary

  Optional Dependent Life: � Low Option � High Option

LONG TERM DISABILITY:
 Fortis (see page 25) � Option 1 � Option 2 � Option 3 � Option 4

FLEXIBLE SPENDING ACCOUNTS:
 ASI (see pages 6 & 7)

  Amount Per Pay Period: If Biweekly If Monthly

 Medical Care Reimbursement $  X 24 pay periods (NOT 26) 12 pay periods

 Dependent Care Reimbursement $  X 24 pay periods (NOT 26) 12 pay periods

ACCIDENTAL DEATH AND DISMEMBERMENT:
 Mutual of Omaha (see page 27)                �
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** If you live in the following counties you will need to select a PCP. To determine the PCP in your area you 

can obtain a directory on line at www.mutualofomaha.com and select the HMO / POS directories. 
Nebraska: Burt, Butler, Cass, Colfax, Cuming, Dakota, Dixon, Dodge, Douglas, Fillmore, Johnson, Lancaster, 

Madison, Otoe, Saline, Sarpy, Saunders, Seward, Stanton, Thurston, Washington, and Wayne.
Iowa: Buena Vista, Carroll, Cherokee, Clay, Crawford, Harrison, Ida, Mills, Monona, O’Brien, Plymouth, 

Pottawattamie, Sac, Sioux, and Woodbury.
If you do not live in the above counties you do not need to select a PCP. 
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