enrollment/change/waiver [ s, S

group insurance form bl ————— | WG
Pollcy and Div. # 026- Cert. # o PR Tt W 10801
Name and Address of Emplayer (Policynolder)
1 toenroll O Dentai O To terminate all coverages
employee information Marital Status (3 Single [ Married
Social Security number Dept. number
Emoloyee’s last name, first name, Ml
Date of birth O Male [l Female
Full time date of hire {0 Rehlre: Rehire date
Occupstion
Hours worked each week Are ycur eamings paid: O Hourty or O Salaried
Street address City State 2P
E-meil address (limit of 60 characters)
Are you covered under ancther dental insurance plan?. . ... o Employee: O Yes (O No  Dependents: (1 Yes [INo
dependent coverage information Lt all eligible dependents to be added or deleted. (Employee must be enrolled to cover dependents)
print fUl tegal name {last, fiest. Mi) add { drop | relatlonship sex| date of bith | sockal securlty number
1
2
3
4
5
8

please sign (employse/policyholder) The certificate provides dental benefits only. Review your certificate carefully.

Asan employee, | hereby spply for, or walve f mdicated), roup insurance, for which 1 em el; iteé or may become eligibi . Hf confiibutions are required, | authorize my employer tp deduct
gremiums from my se..af:? l?"-LEFC\’.LOM'.'VG APPLIES GLY TO SECTION 125 FLEXIBLE B 175 PLANS: | am-signing up for coverage urtl the next enrotiment period emeptkﬁhe e
of 2 [ifz event. This infomation was explained in:tepian‘ssdldtabonnnie'hbu&'&:hlhmmdwdummdjtwmﬂmmewmmtmImmhmmandacma&
to the best of my knowiedge. The palicyholder cantifies the date of emydoyment, job tile, hours worked end salary-information aré correct acoording to the Policyholder's records.

X X
Employee Signature (do not print) Date Policyholder Signature (do not prl_m) ‘ Date
Any parson whe ingly and with Intent ty dafraud any insurance comgany or ather reason flles an application for Insurance or stafement of ciaim Wﬁﬂ %m

informetion, or conceals for the purpase of misleading information concerming any fact materie! thareio, commits a rsudulent insurance act, which s a cme
a zivil penalty not to exceed five-thoussnd dofars and the stated value of the clatm for each such yiolation,

Employee late entrant date Eflect}s Date Ciass Dog: Cade
Depencent late entrant date
z {o change :
{J Name change New Name Old Name
(J Add dependerit coverage
O If due to marriage, what is the date of marriage?
O If due fe birth/adoption, what is the date of event?
1 If due to Joss of coverage, date and reasan:
0 If cther, the date of event and please explain:
] Drop dependent coverage Number of dependents still covered: ____ Effective date of drop:
[J Due todivorce [ Due to ceath O Due to annual election period
[ Other (please explain)

3 10 WaiVe I You DO NOT WANT COVERAGE, COMPLETE THE WAIVER SECTION, THE WAIVER MAY NCT BE ALLOWED FOR THIS PLAN, CHECK
WITH YOUR EMPLOYER. | have bsen given an opportunity fo apply for Group Insurance offered by my employer, and have decided not to sccept the offer for:
(] mysetf (does not 2pply i TRUST policles) (1 spouse only O] child{ren) onty (] spouse and child{ren)
because

Name of insurance compzny and employer of dependant :
Shcud | desire to epply for this group insurance in the future, | realize that a “late entrant” penalty may be applied.
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NY Speciel Standard Dental Plan Summary

Colnsurance Out of Network
80%
60%
40%
Daductlble $75
Calendar Year Type 2 & 3
Waived Type 1
Per Person
Keximum (per person) 1500
Per Calendar Year
Dental Rewsrds No
Allowance 80
Weiling Period None \

Sample Pror._:edure Listing_(Current Dsow! Terminology € Amancar mmmﬁ__ﬁ

Type 1

Routine Exam(1 pa? 5 monthe)

Cleaning’1 pet 5 months)

Fluonde {Chikdirun 13 ana under’t pst banetit period]

Spacs Maintainers (age 15 and undsr)

Type 2
Biiawing K-rEys{! per 11 monthe)
Full Mouth/Panoramic XJays(1 in 5 yeart)
Sealgnts (2ge 15 and unoer)

Aestorative Amaigems
Restorative Composites
Denture Repak

Simpie Extrastions
General Anesthesia

Type 3
Onlays

Crowns{i in B years p&f oot
Crown Repar

Prostrodontics (fixed DISYE. reMOVEDIE
completaipertial dentursel(t 1N 8 yoars)
Endodontics (nonsurgice!)
Endodontics (surgica)

Peragontice (nongurgios]
Penodontics (surgice)

Complex Extractions
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