A DELTA DENTAL Delta Dental Group - Healthcare Reform Certified Plans
Membership Enroliment Form

Delta Dental of Minnesota

PART A — EMPLOYEE INFORMATION - Employee complete Parts A through E and return form to benefit administrator.

Employee’s Last First Middle Initial Social Security Number
Name: / /
(Requested but not required)

Gender:Male Female [] Marital Single Married Widowed Divorcec Legally Separated Date of Birth (Month-Day-Year)

Status: O O O O O / /

Address Day Phone Number Evening Phone Number

Employee’s
Address: City State Zip Code

PART B — ENROLLMENT INFORMATION - Select Coverage Type (Check One Box Only):

[] Employee Only O Employee and DependentChild(ren) O Dependent Child(ren) Only — under age 19
[[] Employee and Spouse or Domestic Partner [_] Family [INo Coverage
PART C — DEPENDENT INFORMATION
Relationship First Name, Middle Initial, Last Name Gender Date of Birth
to Employee (Include last name only if different from employee's) (mm/dd/yyyy)
[ISpouse Domestic Partner M F / /
Dependent Child M | F / /
Dependent Child M | F / /
Dependent Child M | F / /

Part D — PLAN SELECTION - Complete this section with the information provided to you by your benefit administrator.

Select Plan: Select one Adult Dental Plan for adult(s) and/or dependent child(ren) age 19+ being enrolled. Select Pediatric Dental Plan for
dependent child(ren) under age 19 being enrolled.

Adult Dental OBronze [Jsiver [cold  [rlatinum

Pediatric Dental [ ] Kids Plan

PART E — EMPLOYEE SIGNATURE - Sign and date form as verification of your enroliment.

D 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. Delta Dental of
Minnesota will make good faith effort to notify you prior to loss of coverage under this policy.

Employee Signature: Date:
PART F — GROUP ENROLLMENT INFORMATION - THIS PART TO BE COMPLETED BY EMPLOYER
[] New Group O Rehlre. Date Lay Off Began: / /
; Date Rehired: / /
Hire Date: / / /
Prior Coverage Start Date (if applicable): / - [ Return from Leave of Absence
Coverage Effective Date: / / Date Leave Began: / /
Date Ret dto Work:
[ existing Delta Dental Group ate neturned o Wor / /
Hire Date: / / L] Employee Change Part Time to Full Time
Prior Coverage Start Date(if applicable): / / Date of Status Change: = / /
Coverage Effective Date: / / / Effectiv/e Date: .
[CINew Hire — Apply Probationary Period(if [] open Enrollment Q.uaflifying Event or Special Enrollment Period
applicable) to determine EffectiveDate Effective Date: Q}Jahfymg EventReason: ; ;
Hire Date: / / Hire Date:
. ] o Event Date: / /
Effective Date: / /
Effective Date: / /
Group Name: Group & Subgroup Numbers: -
Group Representative’s Signature: Date: Phone Number: ( )
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Employer Instructions

* ReviewParts A, B, C, D, E, and F to be sure all information is complete, accurate and legible.

* When reporting effective dates use contractual start and stop guidelines as defined in your contract (i.e., 1st
of month, end of month, or actual dates).

* Social Security Number — Requested by not required for purposes to improve claim payment accuracy.

* Delta Dental of Minnesota generally completes enrollment requests within five business days of receipt.

Complete Part F - Group Enroliment Information

¢ Check onereason for enrollment and provide requested information including coverage effective dates.

* New Group — New customer to Delta Dental and submitting initial employee enroliment. Complete the Prior Coverage
Start Date only if your plan benefits include waiting periods and credit for prior creditable coverage applies. Note: For a
New Group enrolling a Direct Billed COBRA participant, write Direct Bill in the New Group section. If information is not
provided, participant will not be enrolled and billed properly.

* Existing Delta Dental Group — Enrolling additional employees from an acquisition/merger who were not previously offered/
enrolled in you Delta Dental plan. Complete the Prior Coverage Start Date only if your plan benefits include waiting periods and
credit for prior creditable coverage applies.

¢ New Hire — Enroll newly hired employee. If a probationary period applies, the coverage effective date is after the
probationaryperiod.

¢ Open Enrollment— An employee is enrolling during group’s open enrollment period.

* Rehire — A former employee wasrehired.

* Return From Leave of Absence — An employee is returning from leave of absence.

¢ Employee Change Part Time to Full Time — The employee’s employment status changed and the employee is now
eligible for dentalbenefits.

¢ Qualifying Event or Special Enrollment Period — If an employee waives coverage, he/she can only enroll at a later date if
the group contract includes an Open Enrollment period or if the employee had an eligible qualifying event such as:
marriage, divorce, birth, adoption, which allows the employee to enrollin coverage outside of any open enrollment period.

¢ Group Name — Provide group name as listed in your contract.

¢ Group and Subgroup Number —Provide applicable numbers for individual employee.

¢ Group Representative — Sign, date, and provide your phone number.

Send Completed Forms To:
Delta Dental of Minnesota
Attn: Enrollment Department
PO Box 330
Minneapolis, MN 55440-0330



Notice of Non-Discrimination and Accessibility Requirements
Delta Dental of Minnesota complies 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 the Compliance Officer at Delta Dental of Minnesota, Attn:
Complaints, Appeals, and Grievances, 500 Washington Ave South, Suite 2060 Minneapolis, MN, 55415, 612-224-3300 or 877-268-3384,
fax:612-460-3102. 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 linglistica. Llame al 1-855-643-3582 (TTY:
711). (Spanish)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-855-643-3582 (TTY: 711).
(Hmong)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-855-643-3582
(TTY: 711). (Cushite)

CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-855-643-3582 (TTY: 711).
(Vietnamese)

TR MREERERPX, BALUREEGESEMRS, FHE 1-855-643-3582 (TTY : 711). (Chinese)
BHUMAHMUE: Ecnu Bbl FOBOPUTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI 6ecniaTHble ycayrm nepesoaa. 3soHuTe 1-855-643-3582
(TeneTtaiin: 711) (Ru55|an)

ZUOQ?U T]‘)O‘) VIVCINWIFI 2070, ﬂ?DUQﬂ‘)DQOE)CU)@O‘)Dw‘)Eﬂ SOE)UCSJE)? CCJ.)D,L)LO&U(ZURD‘)D EU)S 1-855-643-
3582 (TTY: 711). (Laotian)

TOFOA: 079,515 K1 ATICE WP FCTI° ACA LCEPTE N1R ALTHPF THOEHPA: OL TLNTAD- TC M- 1-855-643-3582
(o099t AtAsFo-: 711). (Amharic)

CEFCH?&L}%JJ:— .frt'r"-lmﬂgi mé (T%%KDI_JS. .?H‘L.El'-l {'Iﬁ%ﬂﬂ'}ﬁulmﬂm'l mmﬁ:qﬁcm%gl gmél'lmﬁj.g.iﬁﬂgl 0%.

1-855-643-3582 (TTY: 711). (Karen)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-
855-643-3582 (TTY: 711). (German)
A sala; 1)) € ot SN Aallle Gl ladd Bac Lusall 2y salll 81 55 Sl (laally, Joall o8 50 1-855-643-3582) o (711 1281 5 auall 4) (Arabic)
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-643-
3582 (ATS : 711). (French)
OO 0000 0dddo 0L, 0o 00 0000 00U dobo4o O OO0, 1-855-643-3582 (TTY: 711) 10110
OO0 OO0, (Korean)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-855-643-3582 (TTY: 711). (Tagalog)
S BL: 58 ) 358 gl CugSone S )5 g 13 gl e 3¢ () ) e 32 55 (Kurdlish) giued e, 452 (TTY: 711) 1-855-643-
35824 <
PENP RS PTIG PR RRVEIL IS QDNRE RS, IV gy PR RUBPIIG L W P DY JETRE W
(Persian / Farsi)usad 1-855-643-3582 (TTY: 711) L. 23bL o b
EEFH AL SNLIGE, BEOSESRE THHWZZ0 £4, 1-855-643-3582 (TY:711) £ T, BHEIHIC


http://www.hhs.gov/ocr/office/file/index.html

TZHEHE < 72XV, (Japanese)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona 1-855-643-3582 (TTY: 1-711).
(Bantu)

KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo. Piga simu 1-855-643-3582 (TTY: 711).
(Swahili)

MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-855-643-3582 (TTY: 711). (Norwegian)
wHURULES: (USIOHASUNW [Manisr], N SSWManNIENUSSSSIY, Isugsmoidcnicn sy wuungiadn
1-855-643-3582 (TTY: 711) (Cambodian/Khmer)

ETATHYOT: i TS [AUTell] Slosfgre 8, f¥:¢ceh TUAT TS TS HETIT HAlgE 3Uclstl Bel| 1-855-643-

3582 (TTY: 711) AT el I=IgIEl (Nepali)
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