Delta Dental Client - Healthcare Reform Certified Plan
© DELTA DENTAL Eligibility Enrollment/Update Form

Delta Dental of Minnesota

Client Name Client#/Subclient # -

PART A - PLAN ENROLLMENT/UPDATE INFORMATION (please indicate type of update and fill in appropriate information):

Type of Update: [0 New Enrollment [ Reinstatement [0 Change/Correction to Information [ Termination [ Delta Dental Transfer

From: Client/Subclient # To: Client/Subclient # Effective Date of Change: Change is for:
- - - - [ Subscriber [J Dependent
O Spouse/Domestic Partner

PART B - PLAN SELECTION

Select Plan: O Bronze + Kids Plan O Silver + Kids Plan [ Gold + Kids Plan [ Platinum + Kids Plan
O Kids Plan Only

PART C - SUBSCRIBER INFORMATION (please complete for first-time enrollments and updates):

Subscriber Name (Last) (First) M.L) Gender Status* [ Active [0 COBRA
[ Retiree OOSurviving

Social Security Number (Requested but not Required) Birth Date Coverage Effective Date Hire Date

Street Address O Check here if this

is a new address

City State Zip Code

PART D - DEPENDENT INFORMATION (please complete for dependents for first-time enrollments and updates):

Spouse/Domestic Partner - Name (Last) (First) M.L) Gender Status*
O Legal [ Surviving

Social Security Number (Requested but not Required) Birth Date

Dependent #1 Name (Last) (First) M.L) Gender Status*
O Legal J Surviving

Social Security Number (Requested but not Required) Birth Date [J Disabled J Sponsored

Dependent #2 Name (Last) (First) M.L) Gender Status*
O Legal J Surviving

Social Security Number (Requested but not Required) Birth Date [J Disabled 0 Sponsored

Dependent #3 Name (Last) (First) M.L) Gender Status*
O Legal J Surviving

Social Security Number (Requested but not Required) Birth Date [J Disabled [J Sponsored

Dependent #4 Name (Last) (First) M. Gender Status*
O Legal J Surviving

Social Security Number (Requested but not Required) Birth Date [J Disabled [J Sponsored

*see reverse side for instructions and explanation of codes

PART E - SUBSCRIBER SIGNATURE - Sign and date form as verification of your enrollment

O I am enrolling myself and/or my dependents and authorize payroll deductions, if applicable. 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. | realize that any false statement or misrepresentation in the application may result in a loss of
coverage under the policy.

Employee Signature: Date:

Client Representative Signature Date:
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Please read the following information carefully before completing the other side of this form. You should fill out this form if
you are enrolling for coverage or changing any information from an earlier enroliment. If you have any questions about filling
out this form, your human resources or personnel department can help you.

Subscriber Information - This section must be completed for us to process your enrollment or update your records. All information

should apply to you, the primary subscriber. Please print clearly or type.
Effective Date: The date that Delta Dental coverage takes effect for you and/or your dependents.
Status Definitions (Please select only one status):
Active: You are a current/active subscriber.
Retiree: You are retired and your employer continues to provide you with dental benefits.
COBRA: You are no longer an active subscriber but you have continued self-paid coverage under COBRA.
COBRA requires many employers to offer extended self-paid coverage to certain employees and
qualified beneficiaries who lose medical benefits coverage. Please check with your human resources
or personnel department.

Surviving: The surviving spouse or child of a deceased subscriber.

Plan Enroliment/Update Information - This section should only be completed if you are: 1) Enrolling yourself or a family
member for the first time, or 2) if your benefits were terminated and are not being reinstated or, 3) if you are making changes
to your current enrollment information.

Enrollment: Check for first time enrollment for yourself or your dependents.
Reinstatement: Check for reinstatement coverage for yourself or your dependents.

Change/Corrections:  Check if any changes are being submitted on the form.

Termination of Check only if you are terminating Delta Dental coverage for
Benefits: yourself or a family member.
Client Transfers: When transferring from one client to another, all dependents will transfer unless otherwise indicated.

This section should also be completed when transferring to COBRA.

When reporting a change or correction, the information that is incorrect or has changed should be listed on the line titled "from”
and the correct information should be listed on the line titled "to".

Enrollment/Corrections To Information - This section should be completed when: 1) enrolling dependents or, 2) if you have
checked Changes/ Corrections and are changing information that was previously submitted to Delta Dental. Please include
both first and last names of any individuals for whom you are enrolling or submitting a change or correction.

Dependent Status Definitions:

Legal: Your current spouse

Surviving: The surviving spouse or child of a deceased subscriber.

Legal Dependent: An individual who is your dependent child according to the U.S. Internal Revenue
Code. This could include your unmarried dependent child who is attending a university,
college, community college, junior college or trade school on a full-time basis and for
whom you provide principal support.

Disabled: Your permanently disabled child.

Sponsored: A dependent for whom you are legally responsible. Sponsored dependents could include

parents, grandparents and foreign exchange students, but only if specified in your
employer’s contract with Delta Dental.

Email: eligibility@mydeltadental.com

. ’ Delta Dental
Attention: Eligibility Department

PO Box 9124
Farmington Hills, Ml 48333-9124
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Notice of Non-Discrimination and Accessibility Requirements

Delta Dental of Minnesota and its affiliates, (collectively referred to herein as “Delta Dental of Minnesota”) comply
with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex.

Delta Dental of Minnesota does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Delta Dental of Minnesota provides free aids and services to people with disabilities to communicate effectively
with us, such as:

e Qualified sign language interpreters
e  Written information in other formats (large print, audio, accessible electronic formats, other formats)

Delta Dental of Minnesota provides free language services to people whose primary language is not English, such
as:

e Qualified interpreters
e Information written in other languages

If you need these services, please call the number on the back of your ID card

If you believe that Delta Dental of Minnesota 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 by contacting Delta Dental
of Minnesota, Attn: Compliance Officer, 500 Washington Ave South, Suite 2060 Minneapolis, MN, 55415, 612-224-
3300 or 877-268-3384, fax:612-351-5104. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, please call the number on the back of your ID card.

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, D.C. 20201 1-800-368-1019, 800-
537-7697 (TDD) Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Foreign Language Notifications

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al
1-800-448-3815 (TTY: 711). (Spanish)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-
448-3815 (TTY: 711). (Hmong)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-448-3815 (TTY: 711). (Cushite)

CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s& 1-800-448-
3815 (TTY: 711). (Vietnamese)

AR MBREBERERDX, BuLUAEEFRESENRE. BEBE 1-800-448-3815 (TTY :
711). (Chinese)

BHUMAHME: Ecam Bbl roBOPUTE Ha PYCCKOM f3blKe, TO BaM A0CTYMHbI 6ecniaTHble ycayru nepesoaa.
3BoHuUTe 1-800-448-3815 (Tenetann: 711). (Russian)
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{U0990: 1799 UIVCDIWIFI 290, NIVOINIVQOBCHLNNMVWIFI, LoBVCS O,
ccoLIWwo LTI, tns 1-800-448-3815 (TTY: 711). (Laotian)

T OF: 071,515 RIE ATICT P OHCTI° ACST £CEATE MR ALANPF THOETPA: OL TLNFAD- PC LD
1-800-448-3815 (ae0%t A-+AGF@-: 711). (Amharic)

LEQE&UC.IDJ:— .?Er':lmﬂg‘l. fﬂé ('1"%83:1!.)3. .?Hl‘l.%li nﬁ%ﬂmﬁmm‘nm‘l G’)DJ'I%?E?}C‘.}'IEI@'L gméimﬁﬁgﬁﬁn&. ﬂgt

1-800-448-3815 (TTY: 711). (Karen)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-448-3815 (TTY: 711). (German)

Ads galar 13) c€ Cnaati K3 Aadlle Gl Chladd 3ac Lusall 45 galll a) 35 el laally, Sl o8 » 1-800-448-3815) 48, .( 711

2S84l 5 mall & (Arabic)

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-448-3815 (ATS : 711). (French)

Z0| SIEUEAIZS = AL A KA ABIAS 222 025|A 4= QEELICE 1-800-448-3815 (TTY: 711) HOZ
Tl AR, (Korean)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-448-3815 (TTY: 711). (Tagalog)

8L 58t () (5258 mgd CugSone (S ) ) Kiga 1A g b Gle e () 3hex 52 35 (Kurdish) ¢imed e, 452
(TTY: 711) 1-800-448-3815¢= <

s Slo b ol K e anSe e (A5 &) s 81 6l a0 50
(Persian / Farsi)ui 1-800-448-3815 (TTY: 711) L. 23 w8
EEFE  HARBEHEINSGSA. BEROSEXEEZIHAWVELEITES, 1-800-448-3815 (TY:711) £
T, BEFECTTEIRLES, (Japanese)

ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona 1-
800-448-3815 (TTY: 1-711). (Bantu)

KUMBUKA: Ikiwa unazungumza Kiswabhili, unaweza kupata, huduma za lugha, bila malipo. Piga simu 1-
800-448-3815 (TTY: 711). (Swahili)

MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-800-448-3815
(TTY: 711). (Norwegian)

wuuRULs: [US1I0EASUNW [Manigl], NS SWM NN wN s A sl
IBugAMGOCN It SY wUIUTISIaD 1-800-448-3815 (TTY: 711) (Cambodian/Khmer)

EAAHIVL: I TUE [AUTeN] Soofgeos e, Yo TIAT TGS HIST FEAAT HATEE
39Tt ©el| 1-800-448-3815 (TTY: 711) & &l gl (Nepali)
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