Em’o”meﬂt or Update Form for: Underwritten by Delta Dental of Nebraska
Delta Dental of Nebraska Individual and Family Dental Plans
Individual and Family Dental Plans + Vision Plans

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

Delta Dental of Nebraska
Individual and Family Plans
PO Box 74008401
Chicago, IL 60674-8401

If you have any questions about filling out this form, please contact our Individual Customer Service at (855) 663-5677.
[] New Enroliment—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.

Dental Plan Options (select only one):

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

Dental + Vision Plan Options (select only one)

U Delta Dental Individual and Family®™ - Plan A with DeltaVision®, Network Administrator EyeMed
O Delta Dental Individual and Family®™ - Plan B with DeltaVision®, Network Administrator EyeMed
Q Delta Dental Individual and Family®™ - Plan C with DeltaVision®, Network Administrator EyeMed

Payment Frequency:

O Annual (If you are paying by check, you must choose this option and pay the amount due in full)
a 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)

U MasterCard d VISA 4 Discover O American Express

Card Number Exp. Date

HlEEpEEEEREEEEnEEEE HEgEEEE

Cardholder Name (as it appears on card)

e

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

City State ZIP Code
HEEEEEEEEEEEEEEEEEEEEEEEE HEEEEREEEE

| hereby authorize Delta Dental, subsidiaries, and affiliates to charge my credit card for premiums due. This authorization will
remain in effect until Delta Dental has received written notice from me of its termination. If the billing amount changes, Delta
Dental 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
XYZ Bank
Ear P
. . 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 Nebraska, 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 Nebraska 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 Nebraska. 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-enroliment restrictions will apply, according to the
contract.

Subscriber's Signature Date

This policy is not Medicare supplement coverage. If you are eligible for Medicare, review the Guide to Health Insurance for
People with Medicare available from the company.
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NOTICE OF NON-DISCRIMINATION AND ACCESSIBILITY REQUIREMENTS

Discrimination is against the law. Delta Dental of Nebraska and its affiliates, collectively referred to in this document as
“Delta Dental of Nebraska.” Delta Dental of Nebraska 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 Nebraska 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 Nebraska
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: legalne@deltadentalne.org; or by mail at: Delta Dental of Nebraska 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

Espafol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicidn servicios
gratuitos de asistencia lingliistica. 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.

Tiéng Viét (Vietnamese)

CHU Y: Néu ban néi tiéng Viét, cac dich vu hd tro ngén ngi
mié&n phi cé san cho ban. Cac phuong tién hd tro va dich vu
phu hop dé cung cap thdng tin theo dinh dang dé tiép can
cling c6 s3n mién phi. Goi 1-855-643-3582 (TTY: 711) hodc
néi chuyén v&i nha cung cap cla ban.

mslg (Karen)
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www.DeltaDentalNE.org

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.

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 verfligbar. Rufen Sie 1-855-
643-3582 (TTY: 711) an oder sprechen Sie mit lhrem
Anbieter.

duyall (Arabic)

Ggalll Bucluall Olods U 48435 (A yall Coums CuS 13): duds
Ologlaall @3 dasHell Sladsdlly Sldelunall 43935 LS. duiloxall
3582-643-855-1 eI e Juail. Bloes L] Usaogll Ses s
(TTY: 711) &b ol dousdl puie ] i 4,
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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.

A 3Z (Chinese Simplified)

FE O MBEHP - BINERRERNESHEIRS -
?E%ﬁiﬁa%ﬁaﬂﬁﬂﬂlﬁmﬁ% - DUE L OIA IR & Ui
HER - 1B1&FT 1-855-643-3582 (TTY: 711) S IEHIAR
FREEKZA -

Lus Hmoob (Hmong)

LUS CEEV TSHWIJ 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 ngi 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.

k=1 o] (Korean)

SO E AMEBSIA= 42
MH|A7F HSELCH 2 7%@
HM2st7| Qs MEs 2x 4 x|
XS E LICt 1-855-643-3582 (TTY: 711)2 M 3}SEA| A LE
N3t S EHo FHAIL.

Xgl

Kurdi (Kurdish)

TEKILDARI: Heke tu bi kurdi diaxivi, xizmetén alikariya
zimané bépere hene ku ji bo te heye. Hinek alikari i xizmetén
pistgiri ji bo peyda kirina agahdariyé di formén gihistiné€ de
ji bépere hene. Bi hejmar 1-855-643-3582 (TTY: 711) re
telefon bike an ji bi peyda kiré xwe re res bike.

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.

270 (Laotlan)

cca9cHov: mcafflawvmmo

Oegeaa b ot m)ajucUUU,U‘Zm
chee)‘)U.U‘Zm:smumvcevlu.auoovm:iuoon
chm.)ef)ebl) {nlU 1-855-643-3582 (TTY: 711) &
Sonzvudlnoicdvesn.
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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.

Pyccknii (Russian)

BHMMAHMWME: Echn Bbl roBOpuUTE Ha PYCCKOM, Bam
OOCTyMHbl 6ecnnaTHble YyCAyrn N3bIKOBOM NOALEPHKKM.
Takxke b6ecniaTtHo [OCTYMHbI COOTBETCTBYIOWME
BCNOMoOraTe/ibHble CPeacTBa M yCayru Ana npefocTaBaeHns
nHdopmauum B AocTynHbix dopmaTtax. [1o3BOHUTE MO
Homepy 1-855-643-3582 (TTY: 711) wunau obpaTtutech K
BalLemy nposanaepy.

8" (Farsi/Persian)

22 S B s ai€e Cumaa )l () 4 R aa s
Q) Gl clie LSS Glead 5 Lol oopina Gl i
it (yiad 0 OB ) sem A 308 e g B slacalld a4 cile S,
3582-643-855-1 o i b (TTY: 711) saiaail 5l b by 2,80 ol
WS Cusa 363,

A7ICE (Amharic)

WNTU-: W78 ATICE 01515 12 0278 hCB T AT W8P
ATTFAATE 09287 (WIS PCA PCAPT ATIPLAN T (M Henais

AN e &G AT WL AT919.0 112 150 (12 TC 1-
855-643-3582 (TTY: 711) £199% ®@L9 hA1AINT +avy
AI.LMAPT W19 T LININAP A=

@%m (Burmese)
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QUMD SCEINIQ|:32DILQPLOCI0ICE3A|MI3PCOM
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0§6300CgP:a300R5: 329093 Clo00N 1-855-643-3582

Q ¢ o C C C C
(TTY: 711) 20 00 26510l ee[{Sales oacc;ﬁeuzsaoo%g

o

F]‘m\_fl'(Nepali)

AIaUleT: I JUE ATl Stedlges o1, fol:gesh sror
I ATEE IS Bl | TEAANTY SIATAT STy
Vel e 3UGFcd TEIeh AU T Yale® il f¥:3eh
3T el | 1-855-643-3582 (TTY: 711) HT el efary al

TATShT TETIhHIT T TG 14|
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