DeltaVision

Network Administrator: EyeMed

Enrollment or Update Form for: DeltaVision® is underwritten by Health
Individual and Family Dental Plans e ety 2 Detta Dental of

Individual and Family Dental Plans + Vision Plans

Enroll online now at www.DeltaDentalMN.org/shop,/ or complete this application and mail (along with a check) if applicable,
to:

Delta Dental of Minnesota - Serving North Dakota Individual Product Unit
PO Box 74008405
Chicago, IL 60674-8405

If you have any questions about filling out this form, please contact our Individual Customer Service at (855) 643-3582

|:| New Enrollment—Check for first-time enrollment
|:| Change/Correction to Information—Check if any changes are being submitted on this form

|:| Termination of Benefits—Check only if you are terminating coverage for you and/or your dependents

This section must be completed for us to process your enrollment or update your records. Please print clearly.

Subscriber example | A|B|CIDIE|F|1]2[3]4[5]4]
Name (First) (M.I)  (Last)
CIITTTTTITITT I ITTIr) O) LT T T T I T T ]
Birth Date Sex Subscriber Social Security Number - Requested but not required
(1] [JJ [TT1] Owme Oeemae [T 11-[11-[TTT] [ Coeckree
Street Address new address
IR EEEEn

City State ZIP Code
AEEEEEEEEEEEEEEEEEEEEEEEEEEeEEEEEOEEEE
Email Address (Optional) Telephone Number
PP PP e -
New Coverage / Change / Termination Effective Date * *New enrollments must start on the first of a future month

| | | _ | | |_ | | ‘ ‘ ‘ *Requested termination date must be the last day of the current
or a future month (except in the case of death)
(Requested date of new coverage, change in coverage or termination) *|f change, reason for change

Spouse Information (Please complete this section if you are enrolling your spouse for the first time or if you have checked Change/Correction above and
are changing information about your spouse that was previously submitted. You must include your spouse’s first and last names.)

Spouse Name
(First) (M.I) (Last)

EEEEEEEEEEEEEEEEEEREREEEEEEEEEEEEEEEEEE

Birth Date Sex

||||||||||| OMaIeOFemale

Dependent Child Information #1
Dependent Child Name (First) (M) (Last)

(T T T T ) I I T T T T T T TTT]

Birth Date Sex

(11 [T [TTT]  Owee O remee
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Dependent Child Information Continued: #2
Dependent Child Name (First) (M.1) (Last)

EEEEEEEEEEEEEEEEEER NN EE

Birth Date Sex

LT L LLL L) O el OFemet

#3 - Dependent Child Name (First) (M.I) (Lasb)
(LTI ) L L PPl
Birth Date Sex

LT L EETT T O vele O Femate

#4 -Dependent Child Name (First) (M1) (Lasb)

(TITT I Iy L L PP rrrd
Birth Date Sex

(1] [0 [TTT] e (remae

#5 - Dependent Child Name (First) (M.1) (Last)

ENEEEEEEEEEEEEEEEER NN EEE

Birth Date Sex

\_I_l \_I_, | O Male OFemaIe

For additional dependents, please provide complete information on a separate piece of paper and include with this form.

Plan and Payment Information - The amount payable for coverage varies based on the coverage option selected,
the number of people enrolled, and the payment frequency. You may choose only one option, regardless of the number of
people enrolling. Select only one of the options below.

Dental Plan Options:

O Delta Dental Individual and Family®™ - Plan A ($50 Deductible/$2,000 Annual Plan Maximum)
0 Delta Dental Individual and Family®™ - Plan B ($100 Deductible/$1,200 Annual Plan Maximum)
U Delta Dental Individual and Family*™ - Plan C ($100 Deductible/$750 Annual Plan Maximum)

Dental + Vision Plan Options:

U Delta Dental Individual and Family®™ - Plan A with DeltaVision® administered by EyeMed Vision Care®
U Delta Dental Individual and Family*™ - Plan B with DeltaVision® administered by EyeMed Vision Care®
U Delta Dental Individual and Family*™ - Plan C with DeltaVision® administered by EyeMed Vision Care®

Payment Frequency:

O Annual (If you are paying by check, you must choose this option and pay the amount due in full)
O Monthly (If you are paying by credit card or automatic withdrawal, please choose this option)

Choose the payment method:

U check payable to Delta Dental (you may pay by check only if you choose an annual payment)
O MasterCard a VISA Q Discover 0 American Express

Card Number Exp. Date

HEEEpEEEEREEEEnEEEE HEgEEEN

Cardholder Name (as it appears on card)

-___ - CVVCode (last three digits on the back of your CreditCard)
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Credit Card Billing Address (if different from mailing address)
Street Address

City State ZIP Code

Il NN EaEEEE

| hereby authorize Delta Dental of Minnesota, its subsidiaries, and its affiliates to charge my credit card for premiums due. This
authorization will remain in effect until Delta Dental of Minnesota has received written notice from me of its termination. If the billing
amount changes, Delta Dental of Minnesota or Health Ventures Network, if applicable, will provide a minimum of 10 days’ notice to
the cardholder.

Cardholder’s Signature Date

John J. Doe 1-1983 1234
Jane K. Doe
4321 Main St.
Anytown, NE 45678
Pay to the order of $
DOLLARS
MP

XYZ Bank
Ear

1:01 01234561: 987654321011" 1234

O Automatic withdrawal from bank account

Routing number Account number

Bank Name

U Checking Account Routing Number Account Number

O Savings Account HEEEEEEEEpEEEEEEEEEEEE

| hereby authorize Delta Dental of Minnesota, its subsidiaries, and its affiliates to initiate automatic withdrawals (ACH) from the
account indicated above. This authorization will remain in effect until Delta Dental of Minnesota has received written
notification from me of its termination and/ or my payment obligation has been satisfied. | understand that | am responsible
for any fees incurred due to my payment being rejected for processing by my bank.

Accountholder’s Signature Date

Agent Information If an agent is assisting in the purchase of this policy, please enter the agent information below:

Agent Name Agent NPN

AuthorizationandVerification

| have read the information contained in the application and choose to enroll or make the changes indicated. |
understand the benefits and restrictions of this plan as stated in the material provided with the application. |
certify the information contained in this application is true and complete. Any intentional omission or
misrepresentation may constitute insurance fraud which could result in possible criminal penalties and/or a
claim against civil damages. | understand my enrollment is subject to receipt of payment and verification of
funds. The start and end dates of coverage will be determined by Delta Dental of Minnesota. If | decide | do
not want the contract, | may return it within 10 days after receipt with a written statement requesting
cancellation of the contract. Upon return, the contract will be deemed void, and any money paid will be
refunded minus any claims which may have been paid. | understand that | must enroll for one full year and if |
terminate this contract or discontinue at any time, for any reason re-enrollment restrictions will apply,
according to the contract.

Subscriber's Signature Date

www.DeltaDentalMN.org 3 ND_IND A-C+V_2026




NOTICE OF NON-DISCRIMINATION AND ACCESSIBILITY REQUIREMENTS

Discrimination is against the law. Delta Dental of Minnesota and its affiliates, collectively referred to in this document as
“Delta Dental of Minnesota.” Delta Dental of Minnesota complies with applicable federal civil rights laws and does not
discriminate, exclude, or treat people differently on the basis of race, color, national origin, age, disability or sex
(consistent with the scope of sex discrimination described at 45 CFR § 92.101(a)(2)).

Delta Dental of Minnesota provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services to communicate effectively with us, such as qualified sign language interpreters and written information in other
formats (large print, audio, accessible electronic formats, other formats). This plan provides free language assistance services
to people whose primary language is not English, which may include qualified interpreters and information written in other

languages.

If you need these services, please call the phone number on the back of your ID card. If you believe 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 us by phone at 612-224-3300 or 877-268-3384; by fax
at 612-460- 3102; email: legal@deltadentalmn.org; or by mail at: Delta Dental of Minnesota Attn: Chief Compliance
Officer 500 Washington Avenue South, Suite 2060 Minneapolis, MN, 55415

You may 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 may also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office of Civil Rights Complaint Portal available online at:

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html.

You may also contact them by phone at 1-800-368-1019, 1-800-537-7697 (TDD). You may contact them by mail at: U.S.
Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C.

20201

FOREIGN LANGUAGE NOTIFICATIONS

Espafiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linglistica. También estan
disponibles de forma gratuita ayudas y servicios auxiliares
para proporcionar informacién en formatos accesibles.
Llame al 1-855-643-3582 (TTY: 711) o hable con su
proveedor.

Lus Hmoob (Hmong)

LUS CEEV TSHW!J XEEB: Yog hais tias koj hais Lus Hmoob,
muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov
kev pab thiab cov kev pab cuam ntxiv uas tsim nyog
txhawm rau muab lus ghia paub ua cov hom ntaub ntawv
uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj
pab dawb tsis xam tus nqgi dab tsi ib yam nkaus. Hu rau 1-
855-643-3582 (TTY: 711) los sis sib tham nrog koj tus kws
muab kev saib xyuas kho mob.

Soomaali (Somali)

DIGNIIN: Haddii aad ku hadasho Soomaali, adeegyada
caawinta lugadda ee lacag la’aanta ah ayaa kuu heli kara.
Kaalmooyin iyo adeegyo kale oo ku habboon si loo bixiyo
macluumaad gaabab la heli karo ayaa sidoo kale bilaash ah.
Wac 1-855-643-3582 (TTY: 711) ama la hadal bixiyahaaga.

B 3Z (Chinese Simplified)
AR MREHP - BNREREFRNESTEERS -

Notice of Non-Discrimination & Foreign Language Notifications DDMN_ND

ARRHEHFNEE TEMRS - UELOIARIMNE IR
MIEE - BIKFT 1-855-643-3582 (TTY: 711) K5 IREIAR

R = RSN
FRMEEKS -

Tiéng Viét (Vietnamese)

CHU Y: N&u ban néi tiéng Viét, cac dich vu hd trg ngdn ngir
mién phi cé san cho ban. Cac phuong tién hd tro va dich vu
phu hop dé cung cap thong tin theo dinh dang dé ti€p can
cling c6 san mién phi. Goi 1-855-643-3582 (TTY: 711) hoic
néi chuyén véi nha cung cap cla ban.

Pycckumii (Russian)

BHWMA HU E: Ecaun Bbl roBOpUTE Ha PYCCKOM, Bam
OOCTYMHbl 6ecnaaTHble yCAyrn A3bIKOBOW NOALEPHKKN.
TaKkKe 6ecniaTHO AOCTYMHbI COOTBETCTBYOWME
BCMOMOraTe/ibHble CPeACTBa U YCAYTX ANA NPeaocTaBaeHUs
MHbOpMaLUK B AOCTYNHbIX popmaTax. [03BOHMTE MO
Homepy 1-855-643-3582 (TTY: 711) unun obpaTtutecsh K
Balemy npoBangepy.

melé (Karen)
C C CN\ o C
me@oc:@ozs{]m: oagqgnono)mozo?e[goqc

o C C (9] N _00C C

UJ)OJ)O)(D’)SS’B(?%&?O?GW)C?({PSO? 3’38?61%]@?@03 Il

C C .9 oc ¢ C C C C
39@{]('03’3(\)(7)&{[)00? G].QI?&LCQ? OD?S?UO)(T) OC6 [c300p)
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855-643-3582 (TTY: 711) 03 ©
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A7ICT (Amharic)
WNTFU: W2 ATICE N1FG1% 12 P27 hCAF 10T W19 1P
WrFANT: a0l BT (WILP PCA PCAPT ATIPLA PT (T8
Antang L965 A1 NNCET AP AT N12 215 e (RTC 1-
855-643-3582 (TTY: 711) £1,0°4 @L.9° nA1A 1t +avy
APLDAPT W1 TN LININCAP T

C
C 00026

C ﬁo o
0ca 9&)33\3? ®

Frangais (French)

ATTENTION : Si vous parlez francais, des services
d’assistance linguistique gratuits sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également
disponibles gratuitement. Appelez le 1-855-643-3582 (TTY :
711) ou parlez a votre fournisseur.

duyall (Arabic)

Qgalll Buclunall lods el 48435 (A pall Couoeid S 13): 4l
Ologhasdl @uuaid desdell Wledsdly Wideluwll 3535 LS. ddlxsl)
3582-643-855-1 pd,Jl e Juail, Bloes L) Jguogll S fscs
(TTY: 711) b Loldl deusdl pide J) Gl g,

Q')O(Laotian) .

cea9cdon: 112c2919WwI9290,
OcgoerbBWbcB v tmagucUDU»‘Zm
che)muu?mmoumucavlue UO‘DU)SJ“’OOD’)
sxcmegauv tlU 1-855-643-3582 (TTY: 711) §
Sowne mnu&g”lmuwcwnaan

Tagalog (Tagalog)

PAUNAWA: Kung ikaw ay nagsasalita ng Tagalog, mayroon
kang access sa mga libreng serbisyo ng tulong sa wika.
Magagamit din nang libre ang mga naaangkop na
kagamitan at karagdagang serbisyo upang magbigay ng
impormasyon sa mga format na maa-access. Tumawag sa
1-855-643-3582 (TTY: 711) o makipag-usap sa iyong
tagapagbigay.

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlose Sprachassistenzdienste zur Verfligung. Auch
geeignete Hilfsmittel und unterstiitzende Dienstleistungen,
um Informationen in barrierefreien Formaten
bereitzustellen, sind kostenlos verfiigbar. Rufen Sie 1-855-
643-3582 (TTY: 711) an oder sprechen Sie mit Ihrem
Anbieter.

k=1 0] (Korean)

O =0 E MBI E B8R, F& AN X H
ME[ AP RS E LM B2 7tset dA ez RS
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HEot7| el HEet Ex

9 x| MHAE 222
XS LIC}. 1-855-643-3582 (TTY: 711) 2 M S}SHA| Lt
NSt & Eol AR,

Afaan Oromoo (Oromo)

MEEKAA: Yoo Afaan Oromoo dubbattu, tajaajilawwan
gargaarsa afaan bilisaa siif kennameera. Deeggarsa fi
tajaajilawwan garaagarummaa odeeffannoo akka
argachuuf ni kennama. Bilbila 1-855-643-3582 (TTY: 711)
tuquu yookaan tajaajiltuu kee waliin haasa'uu.

Khmer (Cambodian) iﬁarﬁgu _

U SIUHASUNWM IS U

HEHGS U SIvNNSWMNSSASIGY 1uhsy
SRESWINHIUEUGEUASENSHRSHSIWIRU
MGG URIANIA

ISy iwsSSSIgnRi=e
WUSSIMSSWISTIUS 1-855-643-3582 (TTY: 711)
USUNWMNGWUHA RS EEIUNHS

BZEE (Japanese)
;If%gs E$§E Dﬁj-iﬁA[j:\ éﬁ*‘l’@nnni*ﬁﬂ-_ EZ
FCRRAWERETEYS, 7O ARG TRERE
RET H5-HOBULGHMES LU —EXHLEHT
R ENFET, 1-855-643-3582 (TTY:711) FTHEE
W= h, BEBICBBVLEHLECZELY,

FTCI'IT'ﬁ'(NepaIi)

HIGTeT: Afe; TUTS AUTeN STeelgees 37, Te¥: ok #ToT
HETIT HATEE 3T Tl | TENTT GTTHT SATABRT
YCTeT Tt SYYeFc HGTAeh AL T HATGS Ufel fol:Q[oeh
3YTS B | 1-855-643-3582 (TTY: 711) HT el IeI6 14 AT
TATSET TETIHHT T 614 |

Norsk (Norwegian)

OPPMERKSOMMHET: Hvis du snakker norsk, er gratis
sprakhjelpstjenester tilgjengelige for deg. Passende
hjelpemidler og stgtteordninger for a gi informasjon i
tilgjengelige formater er ogsa tilgjengelige gratis. Ring 1-
855-643-3582 (TTY: 711) eller snakk med leverandgren din.

Kiswahili (Swabhili)

TAARIFA: Ikiwa unazungumza Kiswahili, huduma za msaada
wa lugha bure zinapatikana kwako. Msaada na huduma za
ziada zinazofaa kutoa taarifa kwa mifumo inayopatikana pia
zinapatikana bure. Piga simu kwa 1-855-643-3582 (TTY:
711) au ongea na mtoa huduma wako.

=5

Lakhél’iya (Lakota)

TAnKA YA: Tékha thokage thanka $ni, wiyakA thokache
hwo, e¢iya wiyakA thokache kta na ohtinke $ni wiyakA kin.
WiyakA 1-855-643-3582 (TTY: 711) wiyakA, wiyakA kin Sni
yuha.
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