LARGE GROUP DENTAL

ENROLLMENT / CHANGE APPLICATION

Social Security No. Group Number Effective Date
TeamService@deltadentalia.com / /
Fax: 1-888-558-9212 i i
Phone: 1-877-983-3582 [ ] New Applicant [] Change of Coverage [IPart-time to Full- Dept/EE Number
www.deltadentalia.com [ ] Late Enrollee [ ] Name/Address Change | time
Name (First, Middle Initial, Last) Telephone Date of Birth O Male
SECTION | C ) I__ I | OFemale
Complete Address — Street City State Zip Status O Single OMarried | Hire Date
0 Other (specify) ]
Employer Name & Location Please check the coverage you are applying for:
00 Employee Only 0 Employee/Spouse
00 Employee/Child(ren) 0O Employee/Spouse/Child(ren)

| authorize Delta Dental of lowa to notify me via e-mail to retrieve my Explanation of Benefits (EOB’s) from the Delta Dental
of Towa’s subscriber connection website @ www.deltadentalia.com. E-Mail:

Signature:
SECTION Il ELIGIBLE DEPENDENTS
List eligible members of your family to be covered Social Full-Time Other
Security Birthdate | Sex College Disabled Dental
First Name Middle Initial Last (if different) Number Student Status Coverage
Spouse O M Disabled? | no
e OF LYes OYes
Eligible Child 0 M | Oves [ONo | Disabled? | no
I [0 F | School Name: | OYes [IYes
Eligible Child O M | Oves ONo | Disabled? | mno
I [0 F | School Name: | OYes [IYes
Eligible Child O M | Oves ONo | Disabled? | mno
1 0 g | School Name: | OYes [IYes
Eligible Child O M | Oves ONo | Disabled? | mno
I 0 £ | School Name: | OYes [IYes
Eligible Child O M | Oves ONo | Disabled? | mno
I 0 F | School Name: | OYes [Yes

Other Dental Coverage - If any person(s) on this application has dental insurance through another company where the employer
pays any portion of the cost or makes payroll deductions, please complete: Contract holder:

/ /[ OSingle O Family
Name of other dental carrier Policy Number Effective Date Contract type

SECTION I CHANGE OF COVERAGE

Please check events requiring Contract changes:
[] Marriage [] Death [] Divorce [] Birth/Adoption [] Drop Spouse/Child(ren) [] COBRA [] Terminating Benefits
[] Other (explain) Name of Affected Party Date of Event

SECTION IV AGREEMENT and CERTIFICATION

| have read and understand the Agreement and Certification and/or Waiver of Coverage language on the back of this application and
acknowledge receipt of a fully completed copy of this application.

ACCEPTANCE OF COVERAGE WAIVER OF COVERAGE

O 1 waive dental coverage for my dependents and myself.
(Please indicate reason)
0 1 (We) have coverage under another dental plan.
0 1 (We) do not wish to enroll

Employee Signature Date Employee Signature Date
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http://www.deltadentalia.com/
http://www.deltadentalia.com/

AGREEMENT AND CERTIFICATION

I certify that | am legally authorized to apply for coverage for myself and for all other persons named in this application. |
understand that | am making application for the coverage sponsored by my employer or group sponsor offered by Delta
Dental of lowa. | authorize my employer, as my agent to deduct from my pay or collect from me in advance the premium
therefore and remit such sums to Delta Dental of lowa on my behalf. This authorization is to remain in effect until Delta
Dental of lowa is notified by me or my employer or group sponsor to the contrary. | understand that coverage for the
dental care policy applied for will not start until after this application and the monies deducted from my pay for payment
of the premium or paid to my employer for such premium are received and accepted by Delta Dental of lowa and an
effective date is established by Delta Dental of lowa. | understand that written notice of rate changes will be furnished by
my employer or group sponsor as my agent.

I certify that after this application was completed, | carefully and fully read it, that the statements and answers set forth are
full, true, and correct, to the best of my knowledge and belief, and that no information required to be given, either
expressly or by implication, has been knowingly withheld. | understand that Delta Dental of lowa will rely upon the
completeness and truthfulness of the information given and the statements made, and that if | have made any false
statements or misrepresentations, or have failed to disclose or have concealed any material fact, Delta Dental of lowa will
be entitled to declare the dental care policy applied for void and refuse allowance of benefits to any person thereunder.

| authorize any health care provider to release medical records to Delta Dental of lowa when reasonably related to the
dental care coverage for which | have applied. If any law or regulation requires additional authorization for release of
dental records, I will give this authorization.

WAIVER OF COVERAGE

I understand that if | decide not to apply for coverage, or if | apply only for single coverage even though | am eligible for
family coverage, any subsequent application will be subject to the applicable terms and conditions of the Master
Agreement to Provide Dental Benefits, which may require additional limitations and waiting periods. | also understand
that Delta Dental of lowa, reserves the right to reject such an application.
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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

This Notice has Important Information. This notice has important information about your application or coverage through Delta Dental of
lowa. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs.
You have the right to get this information and help in your language at no cost. Call 1-877-983-3582.
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Chinese - XBHMBEEEME - KBHNERIMNZELE Delta Dental of
lowa EXZRIHESFRNEEHE - FEEABFNANEEAE - ”’ﬂﬁ&
FEEEH I QI AIRENITED LM%%’?EEW_&T% el E B FwEEL o IREH#
FRBLIENRESEIATEFMELR - E:E F 1-877-983-3582 ©

French — Cet avis contient des informations importantes. Cet avis
contient des informations importantes concernant votre demande ou la
couverture offerte par Delta Dental of lowa. Prenez note des dates butoirs
indiquées dans le présent avis. Vous devrez peut-étre effectuer certaines
démarches dans les délais prévus pour conserver votre couverture santé
ou l'aide financiére a laquelle vous pouvez prétendre. Vous avez le droit
d’obtenir ces informations et de recevoir de I'aide dans votre langue
gratuitement. Appelez le 1-877-983-3582.

L o du

German — Diese Benachrichtigung enthélt wichtige Informationen.
Diese Benachrichtigung enthalt wichtige Informationen bezuglich Ihres
Antrags auf Krankenversicherungsschutz durch Delta Dental of lowa.
Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie
kdnnten bis zu bestimmten Stichtagen handeln mussen, um Ihren
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie
haben das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu
erhalten. Rufen Sie an unter 1-877-983-3582.

Hindi - 38 AIfCH 7 Agcaqul S §1 38 Alfew #H 319 3mdee
I7 Delta Dental of lowa & FTeTd & € % aX & FEAqUT SRR
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T T TG &1 T T IR FIS AAET T [elr Tg Ty 3R
HEIAT 39 T H 918 X & AHUHR g1 1-877-983-3582 WX &iel
Eay
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Korean - 2 SX|Molz 28t BEJt §0{ AELICL = o] EXIM=
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Laotian — ccagmumuuuuauusvav cc@jmnmuunuauvmsm
VIJONMILITEIN § NIWELOg) JII0eWIL Delta Dental of lowa.
cugmnomp‘lnccajmpsuuun cugmuomv?mccagmuswuuu
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vIFIZEYU0D DElgs9e. (1 1-877-983-3582.

Pennsylvania Dutch — Die Bekanntmaching gebt wichdichi Auskunft.
Die Bekanntmaching gebt wichdichi Auskunft baut dei Application oder
Coverage mit Delta Dental of lowa. Geb Acht fer wichdiche Daadem in
die Bekanntmachung. Es iss meeglich, ass du ebbes duh muscht, an
beschtimmde Deadlines, so ass du dei Health Coverage bhalde kannscht,
odder bezaahle helfe kannscht. Du hoscht es Recht fer die Information un
Hilf in deinre eegne Schprooch griege, un die Hilf koschtet nix. Ruf yuscht
selli Nummer uff: 1-877-983-3582.

Russian — HacTosilee yBegomneHme coaepxuT BaxHyLo
nHcopmaumio. ITo yBeAOMITEHNE COAEPXKUT BaXKHYH MHOPMALMIO O
BalLeM 3asiBNIEHNM NN CTPaxoBoM NokpbiTuM Yepes Delta Dental of
lowa. MocMoTpuTe Ha knoyeBble AaTbl B HACTOSALLEM YBEAOMIEHUN.
Bam, Bo3amMoxHO, noTpebyeTcsa NpuHATL Mepbl A0 ONPEAENEHHOro cpoka
NS COXpaHEHUsi CTPaxOBOrO MOKPbITUS UMM MOMOLLM C pacxogamu. Bel
nmeeTe npaso Ha 6ecnnaTHoe nonyyeHve aTo NHOPMaLMK 1 NOMOLLb
Ha BalleM s3blke. 3BoHUTE No TenedoHy 1-877-983-3582.

Bosnian/Croatian — U ovom obavjestenju su sadrzane vazne
informacije. U ovom obavjestenju su sadrzane vazne informacije o Vasoj
prijavi ili osiguranju preko Delta Dental of lowa. Pogledajte nalaze li se

u ovom obavjestenju neki klju¢ni datumi. Mozda ¢ete morati poduzeti
odredenje radnje u datom roku kako biste i dalje zadrzali svoje osiguranje
ili pomo¢ pri plaéanju. Imate pravo da ove informacije, kao i pomoc¢,
dobijete besplatno na svom jeziku. Nazovite 1-877-983-3582.

Spanish — Este Aviso contiene informacion importante. Este aviso
contiene informacién importante acerca de su solicitud o cobertura a
través de Delta Dental of lowa. Preste atencioén a las fechas clave que
contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con
los costos. Usted tiene derecho a recibir esta informacion y ayuda en su
idioma sin costo alguno. Llame al 1-877-983-3582.

Tagalog — Ang Paunawa na ito ay naglalaman ng mahalagang
impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang
impormasyon tungkol sa iyong aplikasyon o pagsakop sa pamamagitan
ng Delta Dental of lowa. Tingnan ang mga mahalagang petsa dito sa
paunawa. Maaaring mangailangan ka na magsagawa ng hakbang sa
ilang mga itinakdang panahon upang mapanatili ang iyong pagsakop sa
kalusugan o tulong na walang gastos. May karapatan ka na makakuha
ng ganitong impormasyon at tulong sa iyong wika ng walang gastos.
Tumawag sa 1-877-983-3582.
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Thai - 'iJ‘s.,.mﬁuumauaaTmm ﬂixﬂmummama‘wammﬂmmmsmiaﬂm
maﬁuafuLm@ﬁ]ﬁuﬂuaﬁumwmawmmm Delta Dental of lowa @MUWAMNSI
Tudszneil ﬂmmaa“@aemm%msmﬂ%ﬂmu@ﬁwmnm‘wL,Luu@w,wa

5manﬂniﬂigﬂuamm‘wmm@mmamsmgmawmmﬂfﬁma Aowdland
%suvamaJﬁuamal,Lawmmﬁﬁwmaausl,ummmaﬂﬂaﬂ,@EJVLsJaJmsLﬁnmSJ'T,‘Vls
1-877-983- 3582

Vietnamese — Thong bao nay cung cap théng tin quan trong. Théng
bao nay c6 théng tin quan trong ban vé& don ndp hodc hop ddng bao hiém
qua chwong trinh Delta Dental of lowa. Xin xem ngay then chét trong
théng bao nay. Quy vi cé thé phai thwe hién theo théng bao dting trong
thoi han dé duy tri bao hiém strc khde hodc dwoc tro trip thém vé chi phi.
Quy vi c6 quyén dwoc biét théng tin nay va dwoc tro giip bang ngdn ngl
ctia minh mién phi. Xin goi s6 1-877-983-3582.





