DeltaVision DeltaVision® Group Application

(1| PLAN AND RATE INFORMATION

Plan Effective Date: Currently have Delta Dental of lowa dental coverage
Plan Options
Choose one option from each of the sections below.
Lens Copay: | | Frame Allowance: Fit and Follow-Up Exam: Materials Only:
$10 $130 Included - Frame Allowance
$25 $150 Discounted $130
$200 $150
OR $200
Other:

Rate Options:
[Rate Structure: 2-Tier 3-Tier 4-Tier j

Contributory

Employer Contributions: OR Voluntary
% of Single % of Total Premium
GROUP INFORMATION
Company Name Phone ( )
Address
Street (PO Box) City State Zip

Industry Years in Business NAICS (SIO)#

Decision Maker Contact Phone ( )
Name Title

Email Address Fax #

Group Billing Contact Phone ( )
Name Title

Email Address Fax #

Payment Options: | | ACH (authorization on 2nd page of application) OR| | Pay by Check
(Email notification will be sent to billing contact named above when monthly invoice is available to view.)

New Hire Effective 1st of the month following:| | Date of Hire 30 Days 60 Days Other
Number of Eligible Employees Number of Employees Enrolling with DeltaVision
Number of Employees Not Enrolling Number of Employees with other Coverage

Previous Vision Carrier

AGREEMENT AND SIGNATURE

Employer Agreement

In making this application to Veratrus Benefit Solutions, Inc. for group vision coverage, | agree and understand this
application will become part of the contract executed by an authorized officer of Veratrus Benefit Solutions, Inc. It is agreed
that the coverage requested is subject to the approval of Veratrus Benefit Solutions, Inc. and that no agent or representative
has authority to bind coverage. Misrepresentation of submitted information will cause this application and subsequent
contract to be null and void.

Signedx TitIeX

Printed NameX DateX

Delta Dental of lowa » PO Box 9010 » Johnston, IA 50131 - 9010 (Over, please)

Email: TeamReNEW@deltadentalia.com ¢ Fax: 1-888-337-5157 ¢ Customer Service: 1-877-423-3582



PAYMENT INFORMATION

Group Account Withdrawal Authorization (Premiums are withdrawn on the first business day of each month)

Name of Financial Institution Branch (if applicable)

Address of Financial Institution (Street, City, State, Zip)

Bank Routing Number Account Number

As an officer having authority to withdraw corporate funds on behalf of | hereby

authorize Delta Dental of lowa and the financial institution named to withdraw monthly premium payments from the checking
or savings account that | selected. | further authorize Delta Dental of lowa to initiate adjustment entries to this account when
necessary.

| understand the first month’s premium will be withdrawn from the listed account starting on the 1st business day of the month

of the policy effective date, and thereafter will be deducted on the st business day of each month. This authorization is for the
purpose of paying monthly premiums for group vision coverage. This authority to withdraw payments is to remain in full force and
effect until Delta Dental of lowa has received written notification from an officer of the above named organization of its withdrawal.

| understand in order to revoke my authorization provided or make changes to my payment information, an officer of the above
named organization or | must contact Delta Dental of lowa at TeamService@deltadentalia.com or send a written request to Delta
Dental of lowa P.O. Box 9010, Johnston, lowa 50131-9010.

Delta Dental of lowa and Vertrus Benefit Solutions, Inc. SHALL BEAR NO LIABILITY OR RESPONSIBILITY FOR ANY LOSSES OF
ANY KIND THAT YOU MAY INCUR AS A RESULT OF AN ERRONEOUS STATEMENT, ANY DELAY IN THE ACTUAL DATE ON WHICH
YOUR ACCOUNT IS DEBITED, OR YOUR FAILURE TO PROVIDE ACCURATE AND/OR VALID PAYMENT INFORMATION.

| certify to the best of my knowledge that the banking information given is not that of a foreign banking institution (located outside
of the United States).*

X X

Signature and Title of Officer authorized to withdraw funds Date Signed
*If your banking institution is a foreign bank, please contact Delta Dental of lowa at 515-261-5515 for further instructions.

AGENT INFORMATION

Agent Name Phone ( )

Agency Name Email

Agent’s Statement: As the acting representative for this group, to the best of my knowledge and ability, | have
complied with the underwriting rules as set forth by Veratrus Benefit Solutions, Inc.

Agent’s Signaturex DateX
ENROLLMENT REQUIREMENTS

Participation Contribution
i * Minimum of 50% of total eligible employees must enroll. * Recommended employer contribution is 100% of
Contributory | . 7o be an eligible group, a minimum of 2 employees must enroll. single rate or 50% of the total premium.
" e Minimum of 20% of total eligible employees must enroll. * Employer contributes less than 50% of total premium.
Voluntary * To be an eligible group, a minimum of 2 employees must enroll.

All enrollment materials should be sent to Delta Dental at least 30 days prior to the effective date of coverage to
ensure delivery of identification cards and benefits documents by the effective date. The following employee enrollment
forms must be completed and sent in with your group application:

1. Enrollment forms are required for all eligible employees. Employees waiving coverage must sign the waiver
portion of the form. If enroliment information will be submitted via Excel spreadsheet, please contact Delta
Dental of lowa for the file format.

2.For vision only groups (group does not have dental coverage through Delta Dental), please provide a list of
benefit eligible employees. Exclude or indicate any employee that is not eligible to elect vision coverage.

DeltaVision
Materials should be sent to: g TeamReNEW @deltadentalia.com M Team ReNEW

PO BOX 9010
Johnston, IA 50131-9010

*All voluntary plans require enrollment maintenance and payroll deduction by the employer.

Delta Dental of lowa complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability
or sex. To review our full non-discrimination notice, please go to www.deltadentialia.com/nondiscrimination.

DeltaVision is underwritten by Veratus Benefit Solutions, Inc., a wholly-owned subsidiary of Delta Dental of lowa.
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& DELTA DENTAL

Required Federal Notice-Nondiscrimination and Accessibility
Delta Dental of lowa complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability or sex. To review our full nondiscrimination notice go to www.deltadentalia.com/nondiscrimination.

Delta Dental of lowa provides free language services to people whose primary language is not English.

In addition, Delta Dental provides

free services for people with disabilities such as auxiliary aids, written communication in other formats such as large print, audio or other
formats. If you need these services, call 1-877-983-3582, hearing impaired (TYY) call 1-888-287-7312.

Language Access Service

If you, or someone you’re helping, has questions about Delta Dental of lowa, you have the right to get help and information in your language at no

cost. To talk to an interpreter, call 1-877-983-3582.

Arabic —
«Lats Delta Dental of lowa joga sy dltul saclus jasi sad gl et LS o
Gasill AALS5 & g oo clisly dyygrnll cilogleolly acluell Lo Jouasdl b Gl
1-877-983-3582 , fuasl mryio go

Chinese — 2R % » {2 EIEERBIAVE S - BREFHL Delta Dental
of lowa EEE’JF‘EIE  IEEEN R B UERRREEEIEEAE -
BE—EEES - FEEE 1-877-983-3582

French - Si vous, ou quelqu’un que vous étes en train d’aider, a
des questions a propos de Delta Dental of lowa, vous avez le droit
d’obtenir de I'aide et I'information dans votre langue a aucun codt.
Pour parler a un interprete, appelez 1-877-983-3582.

German - Falls Sie oder jemand, dem Sie helfen, Fragen zum
Delta Dental of lowa haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer
1-877-983-3582 an.

Hindi — 3¢ 3M9es, a1 319 gRT Hgrar fru o1 & fohdr <afm
% Delta Dental of lowa & IR & w7 §, a 379 919 379"
HIST H HET F HgrIaT AR Gaar I1d el HT AR g1 e
AT a1 T F AT 1-877-083-3582 T FHeT |

Karen — s1. 0061 roontotcoiseronsst,

@ﬁ@%lggz ooﬁ:)f)(ygﬁoo(sﬁo‘)ﬁoa:g:Delta Dental of lowa %ﬁ,‘%@%ﬁg:
ooNio0lodcosmEzgimndodietond: oxigiodiognon sofded
$001 O)C\%ﬁ(pﬁ@’a(ﬁl:bﬁ%ﬁc@h CO1$M

mANE: g10c3103Hd0 8, 03:1-877-983-358200071.

Korean — 2tef 7|5} tE= {5H7F 10 U ofH AlZHO|
Delta Dental of lowa0l| ZtsfA Z-20| UACtH Fst= T2{Et
T2 MEE F5te oz v FE glo] ¥ = JUEe

He|7t AFH T D-HA SGARt oj7|5H7] HsiM =
1-877-983-35822 T3St AL

Laotian — T]‘)U)‘)D mavmmmmpjaoecms JJE?')T]')JJ‘I)JOT)U
Delta Dental of lowa, U)‘?DJJ%OU)’@"ZO$UT)')1)QOE)CU)8CCQ 2.).)1)2
‘703‘71)U)CUDh)‘)iJ‘728‘)U)‘7DUUE7‘7(ZQ’eD‘7E) C&S?SQUT)UD‘)&)LO‘)%‘)
Tolnma 1-877-983-3582.

Pennsylvania Dutch: Wann du hoscht en Froog, odder ebber, wu
du helfscht, hot en Froog baut Delta Dental of lowa, hoscht du es
Recht fer Hilf un Information in deinre eegne Schprooch griege,
un die Hilf koschtet nix. Wann du mit me Interpreter schwetze witt,
kannscht du 1-877-983-3582 uffrufe.

Russian — Ecnu y Bac unu nvua, KoTopoMy Bbl MOMOraeTe,
umetotcs Bonpockl no nosogy Delta Dental of lowa, To Bbl nmeeTe
npaeo Ha becnnatHoe nony4yeHne NoOMOLLM 1 MHpopMaLMn Ha
BalleM si3blke. [1ns pa3roBopa ¢ NepeBoa4YMKOM MO3BOHUTE MO
TenedgoHy 1-877-983-3582.

Serbo-Croatian — Ukoliko Vi ili neko kome Vi pomazete ima
pitanje o Delta Dental of lowa, imate pravo da besplatno dobijete
pomo¢ i informacije na Vasem jeziku. Da biste razgovarali sa
prevodiocem, nazovite 1-877-983-3582.

Spanish - Si usted, o alguien a quien usted esta ayudando,
tiene preguntas acerca de Delta Dental of lowa, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para
hablar con un intérprete, llame al 1-877-983-3582.

Tagalog — Kung ikaw, o ang iyong tinutulungan, ay may mga
katanungan tungkol sa Delta Dental of lowa, may karapatan ka
na makakuha ng tulong at impormasyon sa iyong wika ng walang
gastos. Upang makausap ang isang tagasalin, tumawag sa
1-877-983-3582.

Thai — mnaa vieaunaaidsgrsmasdsaueiyaiy Delta Dental
of lowa @mﬁSmﬁﬁavaﬁ's"amewﬁwméau@x%gaiuamm@a@mlﬁim

laidaldare waaeduaisns 1-877-983-3582

Vietnamese — Néu quy vi, hay ngwdi ma quy vi dang gidp d&, cé
cau hdi vé& Delta Dental of lowa, quy vi s& c6 quyén dwoc gidp
va c6 thém thong tin bang ngdn ngl ctia minh mién phi. D& néi
chuyén v&i mot théng dich vién, xin goi 1-877-983-3582.



