O DELTA DENTAL
Application for Dental Coverage

Please send completed application to: PLEASE TYPE OR PRINT IN BLACK INK
Delta Dental BE SURE APPLICATION IS COMPLETED IN FULL
P.O. Box 103 Customer Service: 888-899-3736

Stevens Point, Wl 54481 www.deltadentalcoversme.com

Section 1 | Policyholder Information

Policyholder Last Name First Name Middle Initial Sex: Male/Female
Home Address (Mailing) City State ZIP Phone No. (with area code)
Email Address* Date of Birth (MM/DD/YYYY) Marital Status:

*By providing my email address, | agree to receive communications regarding my Policy and benefits electronically. This authorization
may be revoked on the website www.deltadentalcoversme.com or in writing to the address listed above.

Plan Selection
[ Delta Dental Family High Plan [ Delta Dental Family Low Plan

To learn more about plan designs visit www.deltadentalcoversme.com or call 888-899-3736.

Reason for Application: [ New Enrollment (I Change of Dependent(s)

Section 2 | Persons to be covered

Date of Birth Relationship Sex Disabled
First Name Last Name to Dependent
LRI Policyholder M/F Y/N
SELF

PRIOR DENTAL INSURANCE COVERAGE. Were you (the policyholder) recently covered by a dental plan?
[ Yes LI No

Name of Previous Carrier Policy Start Date Policy End Date

Policies issued in the State of Maine are underwritten by:

Delta Dental Plan of Maine Concord, NH 03302.

All policies administered, at least in part, by Delta Dental of Wisconsin and/or its subsidiary Wyssta Services.
Form No. OFFHIX-IND-CA-1216

1of 2 | Page


http://www.deltadentalcoversme.com/
http://www.deltadentalcoversme.com/
http://www.deltadentalcoversme.com/
http://www.deltadentalcoversme.com/
http://www.deltadentalcoversme.com/

Section 3 | Payment Instructions

To calculate rates please visit www.deltadentalcoversme.com or call 888-899-3736.

A debit, credit card or EFT (Electronic Funds Transfer) may be used to pay monthly, semi-annually or annually. If paying
by check, remittance for the full Plan Year premium is required, payable to Delta Dental.

Choose payment method: [ Debit/Credit Card [ EFT [ Check (single payment for Plan Year)
Applications received on or after the 25th of the month must use a credit card if requesting a first of the following
month effective date. If EFT payment is selected, your effective date will be adjusted to the first of the next month.
Following the initial premium payment, your payment type can be updated at any time by logging in to
www.DeltaDentalCoversMe.com or by calling 1-888-899-3734.

Please complete the following information for payment by Debit/Credit Card:
Card Type: [ Visa [ MasterCard [1 Discover
Cardholder Name:

Cardholder Address (if different than Policyholder):

City: State: ZIP Code:
Card Number:
Expiration Date:  Month Year Security Code (from back of card):

Payment Frequency: [ Monthly [J Semi-annually [ Annually
Please complete the following information for payment by EFT:

Name of Financial Institution:

Financial Institution’s City, State & ZIP Code:

Type of Account (Choose One): [ Checking [ Savings Name on Account:

Bank Routing Number: Bank Account Number:
Please attach a voided check to this application if you will be using your checking account for automatic payments.

| authorize Delta Dental to initiate debit entries from my above bank account or Debit/Credit card for my dental
premiums.

Signhature: Date:

Your initial payment is due when the application is processed. Additional payments for upcoming periods will be deducted from
your account on the month prior to its due date. If the charge is declined for any reason, we will attempt to charge you again the
following month. If the charge is still declined, we will immediately terminate your contract for nonpayment of premium, effective
as of the last day of the grace period.

In submitting this application to Delta Dental for dental coverage, | agree and understand that this application will become part of the
Policy and | agree to be bound by the terms of the Policy issued by Delta Dental. | understand that this is a contract under which | am
obligated to pay premium for the term of the contract. | further agree that the coverage requested is subject to the approval of Delta
Dental and that no representative has authority to make changes or modify this application for coverage.

| represent that all of the information contained in this application is true and correct to the best of my knowledge. | further understand
that misrepresentation of submitted data may cause this application and subsequent Policy to be null and void. In the event it is
discovered that | have provided false or misleading information in connection with this application for the purpose of defrauding Delta
Dental, Delta Dental shall inform the appropriate state and regulatory authorities, including, but not limited to, my state’s insurance
commissioner. 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. THIS POLICY
PROVIDES DENTAL BENEFITS ONLY. REVIEW YOUR POLICY CAREFULLY.

Statements herein are deemed to be representations not warranties.
The Policy will become effective on the first day of the month following approval of this application.

Policyholder Signature Date
Coverage is contingent upon underwriting acceptance
Agency Use Agency Name or Agent Agent
Only Code: Name: #:
Agent Signature: Date:
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m Northeast Delta Dental

Discrimination is Against the Law

Northeast Delta Dental complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Northeast Delta Dental does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Northeast Delta Dental:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

= Qualified sign language interpreters

=  Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
= Qualified interpreters
= |nformation written in other languages
If you need these services, contact Neiko Lavery, Staff Attorney, Risk & Compliance.

If you believe that Northeast Delta Dental has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance
with:

Neiko Lavery, Staff Attorney, Risk & Compliance
One Delta Drive

Concord, NH 03301

603-223-1127

TTY: 71

Fax: 603-223-1035

nlavery@nedelta.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Neiko Lavery, Staff Attorney, Risk & Compliance, is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ACA-1557 (v.2019)



& DELTA DENTAL Northeast Delta Dental

Language Assistance Services

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-832-5700 (ATS : 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1-800-832-5700 (TTY: 711).

AR MBREERAERTX  GRLUKEEGESEYRS. FEE 1-800-832-5700
(TTY: 711).
CHU Y Néu ban néi Tiéng Viét, c6 cac dich vu hd tro ngon ngir mién phi danh cho ban.
Goi s0 1-800-832-5700 (TTY: 711).
0075-238-008-1 a8 Josil  laally @l ) 535 4 galll 3ac Lusall leads (8 cdalll SH aas i€ 1Y) dds sale
(117 28415 mall Caila o8 )

BHUMAHMUE: Ecnu Bbl TOBOPUTE Ha PYCCKOM SI3bIKE, TO BaM JOCTYIIHBI OECIUIaTHBIE YCITYTH
nepeBoaa. 3Bonute 1-800-832-5700 (teneraiin: 711).

I G B:00qUTg O UId & g B 7 qUT B o7 @ T WeTadl 9aTg X & THI 3Ud 4 & | B
T 8RR ©01-800-332-5700 (€ <aTS: 711) |

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-832-5700 (TTY: 711).

AEEIE HREZEINDGE, BHOSEXEX ZAAWZFHET, 1-800-832-5700
(TTY:711) £T. BBEEICTITERFZEY,

Bau: aunan ¥ Inaaaudntsaldusnisuiaindanivnis laws Tns 1-800-832-5700
(TTY: 711).
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5700 (TTY: 711)
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UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-800-832-5700 (TTY: 711).

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-832-5700 (TTY: 711).

OBAVIESTENIJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomo¢i dostupne su vam besplatno.
Nazovite 1-800-832-5700 (TTY: Telefon za osobe sa oste¢enim govorom ili sluhom:
711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-800-832-5700 (TTY: 711).
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