Employee Application for Group Dental Insurance

Florida Combined Life

We can help

If you, or someone you’re helping, has questions about Florida Combined Life dental plans, you have the right to get help
and information in your language at no cost. To talk to an interpreter, call 1-888-223-4892 BlueDental Choice PPO or
1-877-325-3979 BlueDental Care Prepaid.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Florida Combined Life dental plans, tiene
derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al
1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Si oumenm oswa yon moun w ap ede gen kesyon konsenan Florida Combined Life dental plans, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon entépret, rele nan
1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Néu quy vi, hay nguwdi ma quy vi dang giup d&, co cau hdi vé Florida Combined Life dental plans, quy vi sé cé quyén dwoc
gilip va c6 thém thong tin bang ngdn ng ctia minh mién phi. Dé néi chuyén véi mét théng dich vién, xin goi
1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Florida Combined Life dental plans, vocé tem o
direito de obter ajuda e informacéo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-888-223-4892
BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

NRE, FREEEGHNHER, ﬁl?ﬁ?i" #HEAEB /T Florida Combined Life dental plans
FEMEE SE#EANRBEUECHEBEGIEDMAL. AR —(MEE, BIRES FHEART 1-888-223-4892
BlueDental Choice PPO or 1-877- 325 3979 BlueDental Care Prepaid,

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Florida Combined Life dental plans, vous
avez le droit d'obtenir de I'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Florida Combined Life dental plans, may karapatan
ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag
sa 1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Ecnu y Bac unu nuua, kKoTopomy Bbl MOMoraeTe, umetoTcs Bonpockl no nosoay Florida Combined Life dental plans, To Bbl
nmeeTe NpaBo Ha BecnnaTtHoe Nony4YeHne NOMOLLM U MHOPMaLMK Ha BalleM A3bike. [na pasroBopa ¢ NepeBOAYNKOM
no3BoHuTe no TenedoHy 1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

sdy Jsuapd) sd Godl dsali ¢ Florida Combined Life dental plans uasoags sl sl pag b sa) sl dgad gd
or Blue Dental Choice PPO 1-888-223-4892 « Juad az s £ S]] 800 3 050 Ca digda s puall O Slasdpad s 33 luspd)
BlueDental Care Prepaid 1-877-325-3979

Se tu o qualcuno che stai aiutando avete domande su Florida Combined Life dental plans, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-888-223-4892 BlueDental Choice
PPO or 1-877-325-3979 BlueDental Care Prepaid.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Florida Combined Life dental plans, haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care prepaid an.

tor A5t L= Aot 510 U= 0™ AF20l Florida Combined Life dental plans Ol 2ol Al 2 20| JCHH P dt= 1248t
CEHEEE Ao AHZ2 HIZE RESI0 2= = U= It JASLICH DL H SFEAL 0HII6HI| fIHM=
1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid £ & 3}6t& Al 2.

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Florida Combined Life dental plans, masz prawo do uzyskania
bezptatnej informacji i pomocy we wtasnym jezyku .Aby porozmawiac¢ z ttumaczem, zadzwon pod numer 1-888-223-4892
BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

Bl Al ¥ AN HeE 53 W6l &l AMal Florida Combined Life dental plans (@3 ysll 8laA, dl dHal HEE Ml AHIZ] MMM
Bl 818 Wl ok Anaclell AURSIR B. geulal HI2 il dle?k UR Slot 53, 1-888-223-4892 BlueDental Choice PPO or
1-877-325-3979 BlueDental Care Prepaid.

WInAns viseAuTigMAwsamaeianminaatu Florida Combined Life dental plans

Aruftavisfiagldfunnutanmienasieyalunsaesnlilagliflen e wansifuau Tns 1-888-223-4892 BlueDental Choice PPO or
1-877-325-3979 BlueDental Care Prepaid.
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1557 Non-Discrimination

Florida Combined Life Insurance Company, Inc. (FCL) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. FCL does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

FCL.:

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

o Qualified sign language interpreters
o 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:

o Qualified interpreters
o Information written in other languages

If you need these services, contact 1-888-223-4892 BlueDental Choice PPO or 1-877-325-3979 BlueDental Care Prepaid.

If you believe that FCL 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:

Civil Rights Coordinator

17500 Chenal Parkway

Little Rock, AR 72223

1-800-260-0331

Email civilrightscoordinator@fclife.com.

You can file a grievance in person or by mail or email. If you need help filing a grievance, our Civil Rights Coordinator 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.hhs.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, DC 20201
1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http.//www.hhs.gov/ocr/office/file/index.html.
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Employee Application for Group Dental Insurance

Florida Combined Life

SECTION 1: To be completed by Group Insurance Administrator or Employer

Hire date [

[]Actively at work [JRetired [ JCOBRA

FCL Group No. Group Name 2 | Business Phone No. 3
()
Division No. 4 | Class 5 | Effective Date 6
/]
SECTION 2: To be completed by Employee (Please print.)
Part A: Complete the following part with information on yourself.
Full legal name of employee (Last, First, Ml) 7 | Social Security No. 8 | Birthdate 9
[
Street Address 10 | City 11 | County 12 | State 13 | Zip Code 14
Home Phone No. 15 | Business Phone No. 16 | Occupation/Job Title 17 Gender 18 | Marital Status 19
( ) ( ) OM OF [1Single [IDivorced [Legally
[IMarried [ ] Widowed  Separated
Full-time 20 | Are you 21 | How Paid? 22 | Hours worked per week 23

[CHourly [ISalary

covered as both an employee and a dependent.

Part B: Coverage Selection (Note: Consult your group insurance administrator for benefits available to you.)

A Dependent cannot be covered as both a dependent and an employee, covered under more than one employee, in full-time
military service, or enrolled for coverages declined by the employee. Married employees of the same employer may not be

(

Employee 24 | Spouse 25 | Child(ren) If selected, all children must be 26
[IYes [INo, | decline [1Yes [INo, | decline [IYes [INo, | decline enrolled.
coverage coverage coverage
If you checked YES in the Employee Coverage selection box, select one of these plans. 27
[IBlueDental Freedom (Indemnity) BlueDental Choice (PPO)
[IBlueDental Care (Prepaid) [JChoice [JCopayment [IPlus
Part C: Identify each individual to be covered below.
Attach additional sheet of paper, if necessary. Sign Check If
and date it.
28 30 |31 32 33 |34 |35 | 36 37 |38 | 39 40
First Name, M.1., Last Name
(Please provide information in Marital %’ %
the corresponding numbered Status © = L BlueDental Care
spaces below.) — 3| 8 3 3 Facility ID#
29 | Relation % > & B =2
toYou & o 88 B|E g o 2@ | Checkboxifa curent
Social Security Number OpP= |2 o £ A A s B patient
Please provide in spaces Domestic | § Birthdate 5| €0 AR 8 Student | 5 % (Select from provider
below) Partner) | O = 52 a5 FT/PT | | O directory)
7 7 7 7 / / 7 7
Employee /// @ g
pouse
| [ -[ D[ [ [ ] prtIDP
28 CIChild or O O OO O 0 0 I
[ [-1 [ [-] | | | |[(IDP Child
28 CIChild or O O OO O 0 0 I
[ [-1 [ [-] | | | |[(IDP Child
28 CIChild or O O OO O 0 0 I
L [-f D [-[ 1 ] | [IDPChild
Do any dependents listed above reside at a different address than indicated above? [] Yes [ ] No M
If yes, list name(s):
Do you or any of your dependents listed above have Dental insurance under another group plan? [] Yes [] No 42
If you answered yes to other group dental insurance, complete 43 through 47 below. If more than one dependent, attach a
separate sheet of paper with the additional information.
Dependent Name 43 | Other Group Plan Name & Plan No. 44 | Insured/Member Name Birthdate 45
/ /
Insurance Co. Name & Address Phone No. 46 | Policy No. a7

)

Part D: Coverage Acceptance of ANY Coverage (Please
read before signing.)

Part E: Coverage Refusal of ANY/ALL Coverage (Please read
before signing.)

| wish to apply for any coverage checked YES under 48
Part B Coverage Selection. | have read and accept the
“Acceptance of Coverage” on the reverse side of this form. |
hereby certify that the statements on this application,
including any attachment to it, are true and complete. (If you
checked NO for any dependent coverage under Part B, sign

and date Part E also.)

| do not wish to apply for any coverage checked NO under 49
Part B Coverage Selection. | understand that if | decide to apply
at a later time, coverage will not be available until the next open
enrollment.

Employee Signature Date

Employee Signature Date

*' Florida Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Association

FRAUD NOTICE: Any person who knowingly, and with intent to injure,
defraud, or deceive any insurer, files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a
felony of the third degree.
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Acceptance of Coverage
Please Read Before Signing the Front Side of this Form

| hereby apply for the coverage checked “Yes” on the front of this form. My employer has selected the coverage through
Florida Combined Life Insurance Company, Inc. (FCL). | authorize my employer to deduct from my earnings my premium
contribution (if any). | understand all of the following: 1. if my coverage is to be issued and continued, | must meet all the
group contract’s requirements; 2. if my dependents’ coverage, if any, is to be issued and continued, my dependents must
meet all the group contract’s requirements.

| understand that my employer is not an agent of FCL. | also understand that my employer is responsible for notifying all
employees of: 1. all effective dates; 2. all termination dates; 3. any COBRA or ERISA rights or responsibilities; and 4. all
other matters pertaining to coverage under the group contract.

If coordination of benefits applies for me and my dependents and an overpayment is made, | authorize FCL to recover the
excess from any person or entity to which payment is made.

| acknowledge that, if | apply for FCL coverage later, coverage will not be available until the next open enroliment.

| acknowledge that FCL coverage is contingent upon the complete, accurate disclosure of the information requested. |
hereby certify that the statements on this application, including any attachment to it, are true and complete. | understand
and agree that any misstatements may result in denial of benefits and/or termination of coverage.

A photocopy of this application shall be as valid as the original. However, the original application, labeled “White copy —
FCL,” is required to evaluate this application. | agree to be bound by the group contract’s terms and conditions. |
understand that this application is hereby made a part of the group contract. | will attach it to my certificate of coverage,
when issued.
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