Underwritten by: Administered by: Please send completed form to:

Healthplex Insurance Company

HEALTHPLEX INSURANCE COMPANY Attention: Sales & Marketing
333 Earle Ovington Blvd., Suite 300

HEALTHPLEX Uniondale, NY 11553-3608

THE DENTAL BENEFIT EXPERTS P 800'468-0466 F 516'228-9572

ADULT/FAMILY “OFF-EXCHANGE” GROUP APPLICATION

EMPLOYER/GROUP INFORMATION

Company Name

Address Suite # City State Zip Code
Contact Person Title Phone
Email Address Company Website Effective Date

BROKER INFORMATION

Broker/Agent Name State License #

Company Name

Address City State Zip Code

Phone SSN/Tax ID #

GROUP PREMIUM WORKSHEET

Please note: Region is based on zip code of the employer/group. Dependents under 19 will receive pediatric benefits. Dependents between
and including the ages of 19 and 29 will receive adult benefits.

PLEASE CHOOSE ONE (1) REGION FOR YOUR EMPLOYEES (additional region information on reverse side)

NUMBER OF SINGLE ToTAL MONTHLY
REGION(S) NUMBER OF INDIVIDUAL MEMBERS PARENT/CHILD(REN) NUMBER OF FAMILIES PREMIUM
D Albany Monthly Premium: $19.25 x (+) $49.57 x (+) $68.82x =
Rochester, .
] Syracuse, and Utica Monthly Premium: $19.25 x (+) $42.37 x (+) $61.62x =
|:| Buffalo and Mid-Hudson  Monthly Premium: $19.50 x (+) $42.62 x (+) $62.12x =
[] NYCand Long Island Monthly Premium: $11.00 x (+) $28.84 x (+) $39.84x =
Payment Options:
[ Check enclosed in the amount of $ payable to Healthplex Insurance Company.
or
[OCredit/Debit card - initial amount authorized $ . Authorize Monthly Recurring Payment?> [dYes [No
Ovisa [0 MasterCard [0 Discover (check one)
Name on Card:
Card Number: Exp. Date:
O signed Group Application O Most recent NYS-45 Quarterly Tax Report
O Adult/Family GROUP enrollment form(s) for Off-Exchange plan for each employee [ Initial monthly premium payment by check (enclosed) or
/ y (s) gep ploy y P pay Y ( )
O Enrollment data provided electronically (if applicable) credit card (as provided herewith)

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

Authorized Signature Title Date
Group Number Internal Sales Rep
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Underwritten by: Administered by: Please send completed form to:

Healthplex Insurance Company
HEALTHPLEX INSURANCE COMPANY Attention: Sales & Marketing
333 Earle Ovington Blvd., Suite 300

HEALTHPLEX Uniondale, NY 11553-3608

THE DENTAL BENEFIT EXPERTS p 800'468'0466 F 516'228'9572

ADULT/FAMILY “OFF-EXCHANGE” GROUP APPLICATION

TErRMS & CONDITIONS

BENEFITS

| understand that the In-Network benefits insured by Healthplex Insurance Company are only available to our Members at
participating dental offices and that there are no Out-of-Network benefits. Dependents under 19 will receive pediatric benefits.
Dependents between and including the ages of 19 and 29 will receive adult benefits.

ENROLLMENT PERIOD
If the group application and payment are received between the 1st and 15th day of the month, effective date of my employer/group
dental coverage will begin on the Tst day of the following month.

If the group application and payment are received between the 16th and last day of the month, effective date of my employer/group
dental coverage will begin on the Tst day of the 2nd month.

CREDIT CARD PAYMENT AUTHORIZATION

By joining this dental plan, | am authorizing Healthplex Insurance Company to bill the stated credit card on page one (1) for premium
due. If | select the monthly recurring payment option, | understand the stated credit card will be charged automatically each month on
a recurring basis for the term of the policy.

CANCELLATION PoLicy
If dental coverage lapses due to nonpayment of premium, | understand that my employer/group policy will be terminated in
accordance with NYS insurance law.

RENEWAL CONDITIONS
| am aware that this Adult/Family ACA compliant group dental plan is an annual policy. Upon renewal, Healthplex Insurance Company
reserves the right to change monthly premium rates.

MaiL ComMPLETED FORM TO:
Healthplex Insurance Company
Attention: Sales & Marketing

333 Earle Ovington Blvd., Suite 300
Uniondale, NY 11553-3608

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. Healthplex does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Healthplex 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 at 1-800-468-9868. For TTY/TDD services, call
1-800-662-1220.

If you believe that Healthplex 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 by:

e Attn: Director of Quality Management and Compliance

e Mail: 333 Earle Ovington Blvd., Suite 300, Uniondale, NY 11553-3608
e Phone: 1-855-784-8891 (for TTY/TDD services, call 1-800-662-1220)

e Fax 1-516-542-2227

e Inperson: 333 Earle Ovington Blvd., Suite 300, Uniondale, NY 11553-3608
e Email: QM@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:

e Web: Office for Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/portal/lobby.|sf

e 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 1-800-537-7697)
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LANGUAGE ASSISTANCE

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.

Call 1-800-468-9868 (TTY: 1-800-662-1220). English
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica.
Llame al 1-800-468-9868 (TTY: 1-800-662-1220). Spanish
1-800-468-9868 (TTY: 1-800-662-1220). Chinese
1-800-468-9868 (1-800-662-1220 : ).|Arabic
1-800-468-9868 (TTY: 1-800-662-1220) Korean
BHVMAHWE: Ecnun Bbl FOBOPUTE Ha PYCCKOM A3bIKe, TO BaM JOCTYMNHbI 6ecnnaTHble yeayru
nepeeofa. 3BoHuTe 1-800-468-9868 (Tenetain: 1-800-662-1220). Russian
ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-468-9868 (TTY: 1-800-662-1220). [talian
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-468-9868 (ATS : 1-800-662-1220). French
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. French
Rele 1-800-468-9868 (TTY: 1-800-662-1220). Creole
01T OXXON [19 119 DYD'INYD 52" TNIDYW 'K IND [NIIND [YIVT WITN 0TV 1IN 2'IX :DNTPIVND!IN
1-800-468-9868 (TTY: 1-800-662-1220).|Yiddish
UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej.
Zadzwon pod numer 1-800-468-9868 (TTY: 1-800-662-1220). Polish
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-468-9868 (TTY: 1-800-662-1220). Tagalog
-800-468-9868 (TTY: -800-662-1220) Bengali
KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagese.
Telefononi né 1-800-468-9868 (TTY: 1-800-662-1220). Albanian
CHU Y: Né&u ban n6i Tiéng Viét, ¢6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6
1-800-468-9868 (TTY: 1-800-662-1220). Vietnamese
1-800-468-9868 (TTY: 1-800-662-1220). Gujarati
MPOZOXH: Av LIAdTE EMNVIKE, 0Tn 1080 0a¢ Bpiokovtal UTNPETIEC YAWTTIKIG UTTOGTAPIENC, OL
omoie¢ mapéyovtal dwpedv. KaAéote 1-800-468-9868 (TTY: 1-800-662-1220). Greek
(TTY: 1-800-662-1220) 1-800-468-9868 Urdu
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1-800-468-9868 (TTY: 1-800-662-1220). Portuguese
: 1-800-468-9868
(TTY: 1-800-662-1220). Thai
: 1-800-468-9868
(TTY:1-800-662-1220) Hindi
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfugung. Rufnummer: 1-800-468-9868 (TTY: 1-800-662-1220). German
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