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SUMMARY OF MEDICAL PRACTICE INSURANCE PROGRAM (MPIP) 

SCHOOL OF MEDICINE FACULTY AND ADMINISTRATORS 
Effective 09-01-2024 

 
DENTAL INSURANCE 

 
   Ameritas Life Insurance Company Group No. 350007 

Cost:  paid by department, taxed to employee 
Membership Level Monthly Premium 

Employee only               $42.60 
Employee and Spouse          $79.00 
Employee and Child(ren)      $91.52 
Employee and Family                         $127.84  

Brief Summary of Benefits 
 Coinsurance Amount Deductible 
Preventive Procedures  100% $25 
Basic Procedures 80% $25 
Major Procedures 
Maximum Annual Benefit $1,500 

50% $25 

Orthodontics  
Maximum Lifetime Benefit $1,500 

50% None 

 
LIFE INSURANCE 

 
American United Life Insurance Company Group No. 00600825 

• Death Benefit: 2 1/2 times annual salary (maximum benefit of $500,000) 
• Cost:  $0.31 per $1,000 of coverage 

paid by department, taxed to employee 
 

LONG TERM DISABILITY INSURANCE 
 
Reliance Standard Insurance  $.51 per $100 of monthly salary 

paid by department, taxed to employee 
• Elimination Period 180 days 
• Continuation of Pension Contribution 
• Monthly disability benefit is 60% of salary, maximum benefit, $10,000 

 Offset by other disability income 
• Payments until age 65 if disable before age 65   
• Survivor benefit: 3 monthly benefit amounts if death occurs after 180 days of 

disability 
• Portability: coverage can continue at termination with age based premiums 

 
 

   



Medical Practice Insurance Plan (MPIP) 
Enrollment Form 

Must be Returned within First 30 Days of Employment Start Date 

EMPLOYEE INFORMATION: 

LAST NAME: FIRST NAME: 

SSN: R#: 

START DATE: DEPARTMENT: 

ENROLLMENT SELECTIONS: 

DENTAL TERM LIFE LONG TERM DISABILITY (LTD) 

Employee Only Employee Only Employee Only 

Employee + Spouse Waive Coverage Waive Coverage 

Employee + Child(ren) 

Family 

Waive Coverage 

EMPLOYEE ACKNOWLEDGEMENT: 

1. I understand I am required to return my Medical Practice Insurance Program (MPIP) coverage selections within
the first 30 days of my employment start date.

2. I understand all MPIP coverage will be waived if I do not return this form within the first 30 days of my
employment start date.

3. I understand I am responsible for obtaining approval and signature from the department administrator as
indicated below, and that failure to obtain departmental approval may result in my MPIP coverages being
waived.

4. I understand that additional information regarding MPIP coverage can be found on WebRaider.

_________________________________________________________________________________           _________________________ 
         Employee Signature      Date 

For Departmental Use Only – Do Not Write Below 

ADMINISTRATOR NAME: 

FOP: 

ADMINISTRATOR APPROVAL: 

https://eraider.ttu.edu/default.aspx
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enrollment/change/waiver
group insurance form
Policy and Div. # 010- ___________________   Cert. #____________________

Name and Address of Employer (Policyholder) ___________________________________________________________________________

1  to enroll    � Dental    � To terminate all coverages

employee information   Marital Status   � Single   � Married

Social Security number ____________________________________  Dept. number ____________________________________________

Employee’s last name, fi rst name, MI ___________________________________________________________________________________

Date of birth _____________________________________________  � Male   � Female

Full time date of hire ______________________________________  � Rehire:  Rehire date ____________________________________

Occupation _________________________________________________________________________________________________________

Hours worked each week __________________________________  Are your earnings paid:   � Hourly   or   � Salaried

Street address ___________________________________________  City _________________________   State______  ZIP____________

E-mail address (limit of 60 characters) __________________________________________________________________________________

Are you covered under another dental insurance plan? . . . . . . . . . . . . . . . . . Employee:   � Yes   � No       Dependents:   � Yes   � No

dependent coverage information  List all eligible dependents to be added or deleted. (Employee must be enrolled to cover dependents)

print full legal name (last, fi rst. MI) add drop relationship sex date of birth social security number

1

2

3

4

5

please sign  (employee/policyholder) The certifi cate provides dental benefi ts only. Review your certifi cate carefully.
 As an employee, I hereby apply for, or waive (if indicated), group insurance, for which I am eligible or may become eligible. If contributions are required, 
I authorize my employer to deduct premiums from my salary. THE FOLLOWING APPLIES ONLY TO SECTION 125 FLEXIBLE BENEFITS PLANS: I 
am signing up for coverage until the next enrollment period except in the case of a life event. This information was explained in the plan’s solicitation 
materials which I have read and understand. I represent that the information I have provided is complete and accurate to the best of my knowledge. 
The policyholder certifi es the date of employment, job title, hours worked and salary information are correct according to the Policyholder’s records.

X
Employee Signature (do not print) Date  

X
Policyholder Signature (do not print) Date

 In several states, we are required to advise you of the following: Any person who knowingly and with intent to defraud provides false, 
incomplete, or misleading information in an application for insurance, or who knowingly presents a false or fraudulent claim for payment of a 
loss or benefi t, is guilty of a crime and may be subject to fi nes and criminal penalties, including imprisonment. In addition, insurance benefi ts 
may be denied if false information provided by an applicant is materially related to a claim. (State-specifi c statements on back.)

Employee late entrant date _________________________________

Dependent late entrant date ________________________________  

Effective Date Class Dep. Code

2  to change
� Name change    New Name _______________________________________   Old Name____________________________________

� Add dependent coverage
� If due to marriage, what is the date of marriage? ____________________________________________________________________

� If due to birth/adoption, what is the date of event?___________________________________________________________________

� If due to loss of coverage, date and reason: ________________________________________________________________________

� If other, the date of event and please explain: ______________________________________________________________________

� Drop dependent coverage   Number of dependents still covered: ______   Effective date of drop: _________________________

� Due to divorce     � Due to death     � Due to annual election period

� Other (please explain) __________________________________________________________________________________________

3  to waive   IF YOU DO NOT WANT COVERAGE, COMPLETE THE WAIVER SECTION. THE WAIVER MAY NOT BE ALLOWED FOR THIS PLAN, CHECK 
WITH YOUR EMPLOYER. I have been given an opportunity to apply for Group Insurance offered by my employer, and have decided not to accept the offer for:

� myself (does not apply to TRUST policies)     � spouse only     � child(ren) only      � spouse and child(ren)
because ___________________________________________________________________________________________________________

Name of insurance company and employer of dependent __________________________________________________________________
Should I desire to apply for this group insurance in the future, I realize that a “late entrant” penalty may be applied.

P.O. Box 81889
Lincoln, NE 68501-1889

800-659-2223 / Fax: 402-467-7338

COBRA: If individual is a continuee

Qualifying Event ____________________

Date of Event ______________________
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To enroll
Missing, incomplete or illegible information can cause delays in 
adding new employees to the system and could create errors in 
billing. To ensure proper handling of your enrollment forms, please 
make sure the following areas are completed:

Policy Name and Group Number – to make sure plan members are 
added to the correct group.

Department/Division Numbers – so plan members are added in 
the proper locations, and appear in the appropriate section on the 
billing if the group has multiple departments or divisions.

Social Security Numbers – the most important identifi er for plan 
members when calling in with claims or administrative questions. 
Please double check to make sure your social security number is 
accurate and written clearly.

Full-time Employment Date – needed so the correct eff ective date 
is calculated for new members.

Class Number – needed when the plan has more than one class of 
employees.

To change
Changing Dependent Codes – When adding or dropping depen-
dents, please note whether this change is because of a “life event” or 
for some other reason. (Examples of life events:  marriage, birth of a 
child, divorce . . . ) Please remember to include the date of the event. 
Late entrant status will be applied if a life event is not included. Be 
specifi c when changing status so all dependents who are still eligible 
will be covered.

Imaging
In order to provide better service, our administration system 
utilizes image technology. In the image environment, we scan your 
enrollment forms into our system, making them easier and faster to 
access. Better quality forms help us to process your enrollments faster. 
Unfortunately, certain forms are diffi  cult or impossible to scan. Th e 
following list of helpful hints will make your forms easier to scan:

Do:
1) submit clear, legible enrollment forms.
2) underline or circle important information.
3) use blue or black ink.

Don’t:
1) submit dark copies as they appear black on imaging.
2) highlight, which blackens the area so it cannot be read.
3) write on the top or bottom margins. Th is information is not 

always captured on the image system.

 Note for California Residents:  California law prohibits an HIV 
test from being required or used by health insurance companies as a 
condition of obtaining health insurance coverage.

For group policies issued, amended, delivered, or renewed 
in California, dependent coverage includes individuals who are 
registered domestic partners and their dependents.

No Cost Language Services. You can get an interpreter and 
have documents read to you in your language. For help, call us at the 
number listed on your ID card or 877-233-3797. For more help call 
the CA Dept. of Insurance at 800-927-4357.

Servicios de idiomas sin costo. Puede obtener un intérprete 
y que le lean los documentos en español. Para obtener ayuda, 
llámenos al número que fi gura en su tarjeta de identifi cación o al 
877-233-2797. Para obtener más ayuda, llame al Departamento de 
Seguros de CA al 800-927-4357.

Note for Colorado Residents: 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, fi nes, 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 shall be reported to the Colorado Division of 
Insurance within the Department of Regulatory Agencies.

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

Note for Georgia, Oregon and Virginia Residents: Any person 
who, with intent to defraud or knowing that he is facilitating a fraud 
against insurer, submits an application or fi les a claim containing a 
false or deceptive statement may have violated state law.

Note for New Jersey Residents: Any person who includes any false 
or misleading information on an application for an insurance policy 
is subject to criminal and civil penalties.

Note for New Mexico and Rhode Island Residents:  Any person who 
knowingly presents a false or fraudulent claim for payment of a loss 
or benefi t or knowingly presents false information in an application 
for insurance is guilty of a crime and may be subject to civil fi nes and 
criminal penalties.

Note for Pennsylvania Residents: Any person who knowingly and 
with intent to defraud any insurance company or other person, 
fi les 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 for Maryland and Washington, D.C. Residents: Any person 
who knowingly and willfully presents a false or fraudulent claim for 
payment of a loss or benefi t or who knowingly and willfully presents 
false information in an application for insurance is guilty of a crime 
and may be subject to fi nes and confi nement in prison.

Note for Texas Residents: Any person who knowingly and with intent 
to defraud provides false, incomplete or misleading information in 
an application for insurance, or who knowingly presents a false or 
fraudulent claim for payment of a loss or benefi t, may be guilty of a 
crime and may be subject to fi nes and criminal penalties, including 
imprisonment. In addition, insurance benefi ts may be denied if false 
information provided by an applicant is materially related to a claim.

Note for Washington Residents: For groups policies issued, amended, 
delivered, or renewed in Washington, dependent coverage includes 
individuals who are registered domestic partners and their dependents.

Tips for fi lling out this form



( 

Group Enrollment Form 

Applicant's Full Legal Name: 

Applicant's Social Security Number: j Date of Birth: 

Applicant's State of Residence: 

Applicant's Telephone Number: (normal business hours): 

( ) -

American United life Insurance Companya(; 

a ONEAMERICA ® company 
One American Square, P. 0. Box 6123 
Indianapolis, IN 46206-6 I 23 
Toll Free: l-800-553-53/8 
Fax: l-888-285-1565 
www.employeebenefits.aul.com 

I Employment Status:

� 
0NEAMERICA" 

D Active D Retired 

j Marital Status: □Single □Married \ Gender: D Male D Female 

I Applicant's Residential Zip Code: I Employer: 

I Applicant's E-Mail Address: I Employed Full-Time:
D Yes D No 

\ Are you authorized to work and reside in the US? D Yes D No 

COVERAGE BEING APPLIED FOR: Apply for or decline each desired coverage listed below. Not checking a box or boxes will be considered a declination of 
that coverage. 
Request Decline 

□ □ BasicTerm Life 

For AUL Term Life Coverages, identify your Beneficiary Designation to ensure proceeds can be paid according to your wishes. 
Name of Primary Beneficiary: Relationship: SSN/Date of Birth: 

Name of Contingent Beneficiary: Relationship: SSN/Date of Birth: 

If you live in a community property state you will need to obtain the signature of your spouse if your spouse will not be named as a primary
beneficiary, Community property states currently include: AZ, CA , ID, LA, NV, NM, TX, WA and WI. 

■ I hereby apply for the requested group life and/or disability insuranc;e coverage for which I and my dependents, if any, are eligible and 
available under AUL's policy, I understand receipt of any coverage greater than the guaranteed issue amount or application for coverage after
the approved enrollment period first requires medical underwriting and written approval by AUL. 

• I authorize my employer to deduct from my wages the amount of premium required for the amount of coverage approved by AUL, including 
any premium increases due to age bracket or salary changes when applicable. Premium payments greater than the amount of premium owed
will not result in additional coverage under AUL's policy. 

• The undersigned represents any information or documents provided to AUL by the undersigned prior to and after the date of the application 
for insurance and the facts and other matters contained in the foregoing are true and accurate to the best of the undersigned's knowledge 
and belief. The undersigned understands and agrees 1. any insurance coverage or benefit are contingent upon any statements 
made to AUL as being complete and correct and 2. benefits under any group life or disability insurance policy will be paid only if 
AUL, or its third party administrator, ORMS, decides, in its discretion, the applicant is entitled to them. The undersigned have read, 
understand, and retained the notices, limitations, and exclusions for his/her records. 

• 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 may be guilty of a crime and may be subject to fines and confinement in prison. 

Signature of Applicant: Date: 

Group Policy#:00600825-
I Class#: I Employer:Texas Tech University 

I Occupation: I 
Employer's

MUST BE 0000-000 Hea lth State:TX 
COMPLETED Salary: $ Date Hired Date Hired 
BY THE Mode: 0 Hourly O Weekly O Bi-Weekly D Semi-Monthly D Monthly D Annually Full-Time: Part-Time: 
EMPLOYER FIT Requirement (hours, days, weeks, etc): 

In Community Property States, Spouse Signature: Date: 

RGO # 168 
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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. In Maine, any person who knowingly provides false, incomplete or 
misleading information to an insurance company for the purpose of defrauding the company commits a crime. Penalties may include 
imprisonment, fines or denial of insurance benefits. In Maryland, any person who knowingly or willfully presents a false or fraudulent 
claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty 
of a crime and may be subject to fines and confinement in prison. In New Jersey, any person who includes any false or misleading 
information on any application for an insurance policy is subject to criminal and civil penalties. In 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. In Ohio, 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. In Rhode Island, 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. In Tennessee, Virginia and 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. 

Required Notices Regarding Certain Contract Limitations3 and Exclusions• 

Life Limitations/Exclusions: 

Suicide Limitation, if Applicable, Except for Missouri and Washington Residents: 
If any insured approved for coverage, commits suicide, while sane or insane:5 1) within two years6 from the effective date of this policy, the benefits 
payable will be limited to the premiums paid; or 2) two or more years after the effective date of this policy, but within two years of the effective date of 
an increase in the amount of coverage previously obtained, the benefits payable will be limited to the coverage obtained prior to the effective date of 
the increase. if any, plus the premiums paid for the increased coverage. 

Accelerated Life Benefit, if applicable: 
Certain insured individuals diagnosed with a terminal condition may be eligible to request payment of an Accelerated Life Benefit under the group life 
insurance contract. A terminal condition is an injury or sickness that despite appropriate medical care is reasonably expected to result in the Person's 
death within a specified time frame following the date of the Accelerated Life Benefit payment, as determined by AUL. After payment of Accelerated 
Life Benefits, the amount of the Person's life insurance payable at death to the Person's beneficiary will equal the amount of the Person's life insurance 
if no Accelerated Life Benefit payment had been made minus the amount of the Accelerated Life Benefit payment minus an interest charge. 

The Accelerated Life Benefit offered under the contract may or may not qualify for favorable tax treatment under the Internal Revenue Code of 1986. 
Whether such benefits qualify depends on factors such as the Person's life expectancy at the time benefits are accelerated or whether the Person uses 
the benefits to pay for necessary long-term care expenses, such as nursing home care. If the Accelerated Life Benefits qualify for favorable tax 
treatment, the benefits will be excludable from the Person's income and not subject to federal taxation. Tax laws relating to Accelerated Life Benefits 
are complex. The Person is advised to consult with a qualified tax advisor about circumstances under which he/she could receive Accelerated Life 
Benefits excludable from income under federal law. 

Receipt of Accelerated Life Benefits may affect a Person's, his/her spouse's, or his/her family's eligibility for public assistance programs such as 
medical assistance (Medicaid), Aid to Families with Dependent Children (AFDC), supplementary social security income (SSI), and drug assistance 
programs. The Person is advised to consult with a qualified tax advisor and with social service agencies concerning how receipt of such a payment will 
affect a Person's, his/her spouse's, or his/her family's eligibility for public assistance. 

Disability Limitations/Exclusions: 

Pre-existing Condition Limitation: 
Certain disabilities are not covered if the cause of the disability is traceable to a condition existing prior to the effective date of the contract. A pre­
existing condition is a sickness or injury for which the Employee received medical treatment, service, or incurred expenses within a timeframe specified 
in the contract. 

Other Income Benefits: The benefits under the group disability insurance contract are subject to reduction due to other sources of income. Types 
of other sources of income that may result in a reduction of the benefits payable under the contract include but are not limited to: any amount received 
under any Worker's or Workmen's Compensation Law, any amount received under any Occupational Disease Law, any disability income benefits 
received under any Compulsory Benefit Act or Law, any disability income benefits received under any other group insurance plan of the employer, any 
disability or retirement benefits received under the employer's retirement plan, any amount of disability or retirement benefits received under the 
United States Social Security Act, any amount of disability or retirement benefits received under the Railroad Retirement Act, any earnings received 
from the employer after the contract's elimination period has been completed, any amounts received under the employer's salary continuance plan 
and/or sick-leave plan, and any earnings received from any other occupation or employment while disabled and entitled to benefits under the contract. 

' Any coverage offered by AUL prior to and after the Effective Date of coverage is contingent upon information and documents received by AUL being accurate and reliable. 

' Contracts covering insureds residing in KS, LA, MO, MT, NE, OK, and SD do not have arbitration provisions. Contracts covering insureds in AR, CA, CT, FL, ME, NJ, NM, VA,  VT, WA, WV, 
and WY do not have binding arbitration provisions. Contracts covering insureds residing in KY and NH do not allow any type of arbitration in Life Insurance and Annuity contracts. 
Contracts in Texas do not include an arbitration provision. 

' Limitations may vary by state. 

' The policy has exclusions, limitations, reduction of benefits, and terms under which the policy may be continued in force or discontinued. The policy may contain a waiting or 
elimination period between the effective date of the policy and the effective date of coverage, and a time period between the date a loss occurs and the date benefits begin to be 
payable for the loss. 

' In Colorado suicide/attempted suicide while insane does not apply. 

' 1 year for insureds residing in Colorado and North Dakota. 
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