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www.deltadentalky.com

invites you to log on!

Features of the website allow you to:

Check your benefit information
covered services under your plan
deductibles and/or copayments
benefit maximums
waiting periods
accumulated maximums and deductibles used to date
limitations and exclusions

Check your claim status and claim history
Find Delta Dental participating providers in your area
Request a new identification card

Send our Customer Service department an inquiry after
business hours

Find out what’s new at Delta Dental

PO Box 242810

13 . . "
O DELTA DENTAL Louisville KY 40224-2810
1-800-955-2030

® Registered Mark of Delta Dental Plans Association, Inc.
R 9/06
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COMMONWEALTH OF KENTUCKY
© DELTA DENTAL ENROLLMENT/STATUS CHANGE FORM

Please check the plan you have selected: [0 NEW ENROLLMENT [0 STATUS CHANGE
[ ] DELTA DENTAL PREMIER [ ] DELTA DENTAL PPO
Social Security Number Name — Last First Ml Home Phone
( )
Name and address of Agency or Cabinet where you are employed for Home Address — Number and Street

payroll deductions

City State Zip
Birthdate Date Employed Sex (Circle one)
/ / / / M or F
THIS SECTION Group Number Section Number Begin Effective Date Change Effective Date
FOR OFFICE
Please check the type of contract you have selected (Monthly rates for January 1, 2012 - December 31, 2012):
Premier Rates [ ] Single - $22.78 [l Employee/Spouse or Employee/One Child - $43.74 L] Family - $72.30
PPO Rates [ ISingle-$19.95 [ ] Employee/Spouse or Employee/One Child - $38.30 L] Family - $65.82
MEMBERS List all members below. If additional space is required, attach a list to this form.
. [ FULL-TIME | Does member have other dental coverage? If so, give
Date of Birth Sex STUDENT | insurance company name and telephone number,

Last First MI MO DAY YR M F | YES NoO | policyholder’s name and identification number.
Policyholder
Spouse
Dependent
Dependent
Dependent
Dependent

| STATUS CHANGES ONLY (Complete all that apply.)

Change type of contract to: [ ] Single [ ] Employee/Spouse or Employee/Child(ren) [ ] Employee/Spouse/Child(ren)

Name Change: Previous Name: New Name:

Address Change:

Dependent Add or Delete (circle one): Name: Birthdate:

Reason: [ ] Marriage [ ] Divorce [ 1 Death —  Date:

Dependent No Longer Eligible — Reason:

PLEASE REVIEW YOUR ENROLLMENT FORM FOR ERRORS OR OMISSIONS.

| acknowledge that | have read the provisions of the back of this enrollment form and | expressly accept such provisions as a condition of
coverage. | represent the answers given to all questions on this form are true and accurate to the best of my knowledge and | understand they
are being relied on by Delta Dental of Kentucky in accepting this form. Any material misrepresentation found in this application may result in
denial of benefits or cancellation of my coverage(s). 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 insurance act, which is a crime. If accepted, this form, the member certificate, the
identification card, and the group contract will constitute the contract.

Signature Date
Please make a copy for your records and mail the original to Delta Dental of Kentucky, PO Box 242810, Louisville, KY 40224-2810.

® Registered Mark of Delta Dental Plans Association.
R.9/08




ENROLLMENT FORM FOR GROUP COVERAGE

In consideration of the acceptance of this enrollment form, | represent and agree for myself and my dependents that:

1.

10.

11.

My coverage, and that of any dependents, will become effective on the date established by my dental contract (referred to as “Plan”).
| agree to be bound by the provisions of the Group Contract(s) and Certificates of Coverage issued to me. Any dependents who are
later added to my Plan may have different effective dates.

| understand that all benefits payable under my dental contract for services rendered by any participating provider will be paid to
such provider. Payment for services rendered by a non-participating provider will be sent to me.

My employer or group administrator is authorized to deduct from my pay, as stated on the Flexible Benefits Enrollment form, my
share of dental premiums from my wages for 12 months and 12 month renewal periods, and is authorized to remit a premium to the
Plan and to receive all notices from the Plan relating to my coverage. | understand that enrollments are by Group Contract for
consecutive 12 month period(s) and my subscription fee is subject to change on the anniversary date of the Group. Further, |
understand that non-compliance with these terms would void any benefits during that enrollment period.

| am responsible to notify the Plan upon any change that would make me or any dependent ineligible for coverage.

| will cooperate with the Plan and furnish all information requested by the Plan to enforce its right of subrogation and to coordinate
benefits. Subrogation is the Plan’s right to recover from a third party that may be liable to me for any injury which resulted in Dental
Services paid by the Plan.

| will reimburse the Plan for any erroneous payment and the Plan may offset these amounts against future claim payments.

Any omitted or incorrect information or false statements made here may, at the sole options of the Plan, void or terminate my
coverage or result in denial of services or benefits otherwise available hereunder for me or my dependents. My benefits will be
voided for the entire enrollment period, and | must reimburse the Plan if the Plan has already paid the dentist, at the dentist's normal
fee for service, for any services or benefits received by me or my dependents during that 12 month period. | consent that any
subscription fees paid to the Plan during that period will be retained by the Plan to cover administrative expenses. | understand and
agree that no agent has the authority to waive a complete answer to any questions, make a determination as to applicable under-
writing or eligibility requirements, make or alter any contract, or waive any of the Plan’s other rights or requirements.

My employer, any other organization or person, any provider of dental care, any insurance company or insurance support agency,
is hereby authorized to give the Plan any information about me and my listed dependents necessary for determining eligibility for
insurance, benefits, risk classification, detecting or preventing fraud or misrepresentation, audits, and for claims administration
purposes. This authorization includes any records or knowledge about my medical history, mental or physical condition, diagnosis,
treatment or prognosis, including information relating to the use of drugs or alcohol. This information may also be given by the Plan
to its legal representatives and reinsurers.

To the extent allowed by law, the Plan is authorized to furnish all information and copies of records requested by other insurers,
dental plans or other parties for the purposes of determining eligibility for coverage or benefits, coordinating benefits, exercising the
right of subrogation, utilization review or audit. | give the Plan, its legal representatives or any person or organization administering
claims on its behalf, permission to release to my employer or group policyholder a summary of claims incurred by me or my eligible
dependents for the purpose of verifying the claims submitted under my group health plan, utilization review, or for the purpose of
conducting an audit of operations or services. If my benefits are provided under a self-funded plan, the above listed parties are
authorized to release any necessary information to the self-funded plan, and | understand that all information under the Plan are the
property of my employer and may be retained by my employer.

Any material misrepresentation found in this application may result in denial of benefits or cancellation of my coverage(s). Any
person who knowingly and with intent to defraud any insurance company or other person files an application for insurance contain-
ing any materially false information or conceals for the purpose or misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which is a crime. If accepted, this application, the identification card and the group contract will
constitute the contract.

| understand that there can be no change in my coverage unless a change in family status occurs as defined: marriage or divorce;
death of spouse or dependent; birth or adoption of a dependent; spouse commences or terminates employment; employee or
spouse changes between full-time and part-time employment; or unpaid leave of absence for employee or spouse. | also under-
stand that it is my responsibility to notify my employer within 30 days of change in family status.

PLEASE SIGN APPLICATION ON FRONT



