The Dental Care"s Dental Care Plus, Inc.

pLUS GROUP 100 Crowne Point Place * Cincinnati, OH 45241
Phone (513) 554-1100 ¢+ 1-800-367-9466
A DentaQuest Company
ALL SECTIONS MUST BE COMPLETED FOR APPLICATION TO BE PROCESSED. ENROLLMENT FORM
DENTAL GROUP NUMBER EFFECTIVE DATE
SOCIAL SECURITY NUMBER EMPLOYER AND LOCATION
EMPLOYEE LAST NAME FIRST NAME MI EMPLOYEE'S HOME PHONE
EMPLOYEE'S EMAIL ADDRESS
HOME ADDRESS APT# GENDER DATE OF BIRTH
CITY STATE ZIP CODE COUNTY IN WHICH YOU RESIDE
MARITAL STATUS: EMPLOYMENT DATE
[ SINGLE (01) [0 MARRIED (02)
COMPLETE THE FOLLOWING INFORMATION FOR EACH DEPENDENT TO BE COVERED BY THE PLAN
NAME - IF LAST NAME DIFFERENT FROM ABOVE INDICATE LAST NAME RELATIONSHIP GENDER BIRTH DATE I;:;El;\lp'l"EL
SPOUSE
WILL YOU OR ANY DEPENDENT HAVE OTHER DENTAL INSURANCE COVERAGE? IF YES, PLEASE LIST THE NAME OF THE

OTHER INSURANCE COMPANY AND PHONE NUMBER:

REFUSAL/WAIVER - COMPLETE ONLY IF YOU ARE DECLINING COVERAGE

| DECLINE ALL COVERAGE FOR: O MYSELF MY SPOUSE O MY CHILDREN
REASON FOR REFUSAL:

On behalf of myself and any dependents listed above, | hereby apply for coverage under the Master Group Policy/Contract issued to my employer by
Dental Care Plus, Inc. | understand that the benefits for which | (we) will be eligible are in accordance with those described in the Master

Group Policy/Contract and any changes provided for therein. | understand that certain services may require copayment or deductible, payable by me (or
my dependents) directly to the provider of such services. | authorize my employer to deduct the necessary contributions, if any, from my wages or salary,
with the understanding that he acts as my agent in all dealings with the plan, and that all acts performed by him and all notices given to him in such
dealings are binding upon me, as not prohibited by statute or regulation.

| hereby waive the provider-patient privilege and authorize any provider of dental or vision services to give Dental Care Plus, Inc., its agents and
representatives any information concerning the claims for reimbursement for covered services of any person included under such coverage, including
the undersigned, the undersigned's spouse and the undersigned’s dependents.

To the best of my knowledge, the above information is complete, true, and correct. In the absence of fraud, however, all statements made by
applicants or by an insured person shall be deemed representations and not warranties.

PLEASE SIGN WHETHER YOU ARE ACCEPTING OR DECLINING COVERAGE

EMPLOYEE SIGNATURE DATE
Fraud Notice - Michigan and Ohio Residents Only: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Fraud Notice — Kentucky Residents Only: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance containing any materially false information or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent act, which is a crime.

Fraud Notice — Indiana Residents Only: Any person who knowingly and with intent to defraud an insurer files an application for insurance
containing any false, incomplete, or misleading information commits a felony.

Fraud Notice - Tennessee Residents Only: 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.

DHMO/DPPO/VPPO 400.1 06-19




NOTICE OF AVAILABILITY OF LANGUAGE TRANSLATION SERVICES

If you, or someone you’re helping, has questions about a Dental Care Plus, Inc. plan, you have the right to get help
and information in your language at no cost. To talk to an interpreter, call (513)554-1100 or (800)367-9466.

Spanish

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Dental Care Plus, Inc. plan, tiene
derecho a obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al
(513)554-1100 or (800)367-9466.

Chinese

MR, R2EEABBMIER, BRER[IEASBMIEE 4TS Dental Care Plus, Inc. plan FEMMEE, &F
EMNREBLEHMBESIEMNAL, AH—uPEs, FBEE [EUEABT (513)554-1100 or
(800)367-9466.

German

Falls Sie oder jemand, dem Sie helfen, Fragen zum Dental Care Plus, Inc. plan 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 (513)554-1100 or (800)367-9466 an.

Arabic

O oS ] gl pasd sxels 345wl asas sDental Care Plus, Inc. plan ¢ & a2 3 6all , 8 dsmall de
sacle ) Q\A}S’.AMJ

dgpgpa ezl a0 add IS 3 Gl Jawan i wda 3 ) (513)554-1100 or (800)367-9466.

Pennsylvania Dutch

“Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en Froog baut Dental Care Plus, Inc. plan, 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 (513)554-1100 or (800)367-9466 uffrufe.

Russian

Ecnun y Bac nam nnua, KOTOpomMy Bbl MOMoraeTe, MmetoTca Bonpockl no nosoay Dental Care Plus, Inc. plan, To Bbl
umeeTe npaBo Ha becnnaTHoe NoJiydeHWEe MoOmMoWwM W WMHPOPMAUMM Ha Bawem A3blke. Ons pasroBopa ¢
nepeBoAYMKOM NO3BOHUTE No TenedoHy (513)554-1100 or (800)367-9466.

French

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Dental Care Plus, Inc. plan, vous
avez le droit d'obtenir de I'aide et l'information dans votre langue a aucun co(t. Pour parler a un interprete,
appelez (513)554-1100 or (800)367-9466.

Vietnamese

NEéu quy vi, hay ngudi ma quy vi dang gitp d&, cé cau hoi vé Dental Care Plus, Inc. plan, quy vi s& ¢4 quyén dugc
giup va cé thém thong tin bang ngdn ngit ciia minh mién phi. D& ndéi chuyén véi mot thdng dich vién, xin goi
(513)554-1100 or (800)367-9466.

Cushite

Isin yookan namni biraa isin deeggartan Dental Care Plus, Inc. plan irratti gaaffii yo gabaattan, kaffaltii irraa bilisa
haala ta’een afaan keessaniin odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif ibsu
argachuuf, lakkoofsa bilbilaa (513)554-1100 or (800)367-9466 tiin bilbilaa.
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Korean

oter ot L= Aot 810 U= HE At 0lDental Care Plus, Inc. plan0Ofl 2toiAl 2 &0] UACHH H
Jdefst Es3 E2E Aot A2 B8 fERI0l 2= = Jes dHedt JSsULH dEH 89
O J15tJ] %l 6H Al = 513)554-1100 or (800)367-9466 = & StGHAI Al 2.

Italian

Se tu o qualcuno che stai aiutando avete domande su Dental Care Plus, Inc. plan, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare (513)554-1100 or
(800)367-9466.

Japanese

CARABR., EEEEEHROBEDOEY DA TEH. Dental Care Plus, Inc. planlZDWTTHBEMN T EWVE L
5, CHEDNDEBTHR—FE2ZTY, BREAFLIZYTZIENTEET, HEIHLMY FEA
o BEREPESINDIEE. (513)554-1100 or (800)367-9466 E THEBEEL &Ly,

Dutch
Als u, of iemand die u helpt, vragen heeft over Dental Care Plus, Inc. plan, heeft u het recht om hulp en informatie
te krijgen in uw taal zonder kosten. Om te praten met een tolk, bel (513)554-1100 or (800)367-9466.

Ukrainian

AKWwo y Bac un y Korocb, XTo OTPUMYE Bally gonomory, BUHMKatoTb NMTaHHA npo Dental Care Plus, Inc. plan, y Bac
€ NpaBo OTPMMaTM 6E3KOWTOBHY JAornomory Ta iHpopmauito Ha Bawit pigHin mosi. LLo6 3B’A3aTuch 3
nepeknagayem, 3a43B0HiTb Ha (513)554-1100 or (800)367-9466.

Romanian
Daca dumneavoastra sau persoana pe care o asistati aveti Intrebari privind Dental Care Plus, Inc. plan, aveti

dreptul de a obtine gratuit ajutor si informatii in limba dumneavoastra. Pentru a vorbi cu un interpret, sunati la
(513)554-1100 or (800)367-9466.
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