Please send completed form to:

Underwritten by: Administered by:
[ | Healthplex Insurance Company
HEALTHPLEX INSURANCE COMPANY 1| heq[thp[ex_ Attention: Enroliments
[ | P.O. Box 8014

Garden City, NY 11530
P 800-468-0466 F 516-228-9572

Individual Pediatric “Off-Exchange” Enrollment Form
PARENT/RESPONSIBLE ADULT

Last Name First Name M.I. SSN
Address City State Zip Code
Home Phone Email Address

PEDIATRIC MEMBERS (under age 19)

Last Name, First Name SSN Gender D.O.B.
Last Name, First Name SSN Gender D.O.B.
Last Name, First Name SSN Gender D.O.B.

PRIMARY CARE DENTIST (PCD) SELECTION

Please choose one Primary Care Dentist (PCD) from the Exchange Net Provider Network. I/f no selection is made, a PCD will be assigned nearest
your home. To view available dentists in the network, visit healthplex.com and select “Our Dentists” then “New York State Health Exchange”.

Dentist Name Dentist Site Code

PAYMENT OPTIONS (Please note: Region is based on domicile of covered child).

Number of Number of
*Region Members Total Members Total
Albany Annual Premium: $206.40 x | |=| | or Monthly Premium: $17.20 x | |=| |

Buffalo, Mid-Hudson, | |_|

Rochester, Syracuse, and Utica Annual Premium: $157.44 x | or Monthly Premium: $13.12 x | |=| |

NYC and Long Island Annual Premium: $110.40 x | |=| | or Monthly Premium: $9.20 x | |=| |

*Note: Additional region information on reverse side. Recurring monthly option only available if paying by credit card.

Payment Options:
OCheck enclosed in the amount of $ payable to Healthplex Insurance Company.

or
OCredit/Debit card - initial amount authorized $ . Authorize Monthly Recurring Payment? [OYes [ No
OvVisa O MasterCard [ Discover (check one)

Name on Card:

Card Number: Exp. Date:

By signing below, | acknowledge that | have read and agree to the terms and conditions on this form.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim 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, and shall also be

subject to civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Signature

BROKER INFORMATION (if applicable)
Broker Name SSN/Tax ID#

Group Number Effective Date Internal Sales Rep
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Please send completed form to:

Underwritten by: Administered by:
[ | Healthplex Insurance Company
HEALTHPLEX INSURANCE COMPANY 1| hethhpLex Attention: Enrollments
[ | P.O. Box 8014

Garden City, NY 11530
P 800-468-0466 F 516-228-9572

Individual Pediatric “Off-Exchange” Enrollment Form

TERMS & CONDITIONS

Benefits
| understand that the In-Network benefits insured by Healthplex Insurance Company are only available at participating
dental offices and that there are no Out-of-Network benefits.

Enroliment Period
If my application and payment is received between the 1st and 15th day of the month, my coverage will begin on the 1st day
of the following month.

If my application and payment is received between the 16th and last day of the month, my coverage will begin on the 1st day
of the 2nd month.

Credit Card Payment Authorization

By joining this dental plan, | am authorizing Healthplex Insurance Company to bill my credit card for premium due. If | select
the monthly recurring payment option, | understand my credit card will be charged automatically each month on a recurring
basis for the term of the policy.

Termination Policy
| agree to provide Healthplex Insurance Company with written notice at least 14 days prior to termination.

Renewal Conditions
This plan will automatically renew at the end of my membership term on an annual basis unless | notify Healthplex Insurance
Company of my request to terminate prior to the renewal date.

Mail Completed Form To:
Healthplex Insurance Company
Attention: Enrollments

P.O. Box 8014

Garden City, NY 11530

NEW YORK STATE REGIONS AND COUNTIES

REGION COUNTIES

Albany Albany, Columbia, Fulton, Greene, Montgomery, Rensselaer, Saratoga, Schenectady,
Schoharie, Warren, Washington

Buffalo Allegany, Cattaraugus, Chautaugua, Erie, Genesee, Niagara, Orleans, Wyoming
Mid-Hudson Delaware, Dutchess, Orange, Putnam, Sullivan, Ulster

NYC Bronx, Kings, New York, Queens, Richmond, Rockland, Westchester

Rochester Livingston, Monroe, Ontario, Seneca, Wayne, Yates

Syracuse Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler, Steuben, Tioga, Tompkins
Utica Chenango, Clinton, Essex, Franklin, Hamilton, Herkimer, Jefferson, Lewis, Madison, Oneida,

Oswego, Otsego, St. Lawrence

Long Island Nassau, Suffolk
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NOTICE OF NON-DISCRIMINATION

Healthplex, Inc., complies with Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age or sex. Healthplex, Inc. does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

Healthplex, Inc. provides the following:
. Free aids and services to people with disabilities to help you
communicate with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible
electronic formats, other formats)

. Free language services to people whose first language is not
English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call Healthplex, Inc. at 1-888-468-5175.
For TTY/TDD services, call 711.

If you believe that Healthplex, Inc. has not given you these services or treated you differently because of
race, color, national origin, age, disability, or sex, you can file a grievance with Healthplex, Inc. by:

Mail: 333 Earle Ovington Blvd., Suite 300, Uniondale, NY 11553-3608
Phone: 1-888-468-5175 (for TTY/TDD services, call 711)

Fax: 1-516-228-1734

In person:  Same as Mailing Address (above)

Email: GA@healthplex.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights by:

Web: Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Mail: U.S. Department of Health and Human Services

200 Independence Avenue SW., Room 509F, HHH Building

Washington, DC 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
Phone: 1-800-368-1019 (TTY/TDD 800-537-7697)
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ATTENTION: Language assistance services, free of
charge, are available to you. Call 1-888-468-5175;

TTY/TDD 711 o
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-888-468-5175 (TTY: 711) Spanish
IR MREERAERPX, BuLRBEEFESEMRE.
HEEE 1-888-468-5175 (TTY: 711).. Chinese
Gl el el i) 55 35 galll ac Lesall ciland (jld Aalll K3 Chaats i€ 13 24 gala
(TTY: 711) 1-888-864-5715 :aSil 5 anall il 2 ) o8 5, |Arabic
FO: St=20HE MEDIAN= Z2R, 4900 A& MHIAE 22 0|25t == USL
Ct 1-888-468-5175 (TTY: 711 22 Mol FHAIL. Korean
BHUMAHMUE: Ecnu BbI roBOpHUTE Ha PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI OeCIUIaTHbIC
ycayru nepeBoaa. 3Bonute 1-888-468-5175 (teneraiim: 711). Russian
ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-888-468-5175 (TTY: 711). Italian
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-468-5175 (ATS : 711). French
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd pou lang ki disponib gratis pou French
ou. Rele 1-888-468-5175 (TTY: 711). Creole
0DI HRYOR 1D 7D DYO MWD 72°7 TRIDW TR IND IRTIRD IV ,WITR WV R IR (ORTPIVNDIR
1-888-468-5175 (TTY: 711). Yiddish
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1-888-468-5175 (TTY: 711). Polish
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-888-468-5175 (TTY: 711). Tagalog
g% % U Iuf arufa anl o FT IOl MG, ©RE (VAT SAT NRSIT
THEIH  TFTE Al (®E FU S1-888-468-5175(TTY: S-711) | Bengali
KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé.
Telefononi né 1-888-468-5175 (TTY: 711). Albanian
CHU Y: Néu ban noi Tiéng Viét, co cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi sb
1-888-468-5175 (TTY: 711). Vietnamese
YAsll: B AR oAl Gl &, Al (Y dAMIRL W2 GUAGL Slot 5 1-888-468-5175
(TTY: 711). Gujarati
MPOZOXH: Av pildte eAAnViKa, otn 8taBeon oag Bplokovtal uTtnpeoiec YAWOOIKAG UTIOOTAPLENG,
oL omoieg mapexovtat Swpedv. Kaléote 1-888-468-5175 (TTY: 711). Greek
- i (e e Sladd (S e (S0l S s eon U sl 1l
_ OTTY: 711(1-888-468-5175 «AJ<S |Urdu
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos,
gréatis. Ligue para 1-888-468-5175 (TTY 711). Portuguese
Sou: Snuwan Inegueanunsalduimssiamaemann1dns ns
1-888-468-5175 (TTY: 711). Thai
€T 3 ﬁm%aaﬁaﬁéﬁmﬁqg T qTOT TETHAT HATE ITA= 4 2
1-888-468-5175 (TTY:711) 9% FiT F% Hindi
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-888-468-5175 (TTY: 711). German
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