@u Assure-  Enrollment/Change of Status Form for

_J Group Dental Policy

TruAssure Insurance Company is an lllinois domiciled Company.
ATTENTION: TruAssure Enroliment | FAX: (630) 381-4807 | PHONE: (866) 922-6004

Please type or print in black ink and complete the application in its entirety. An incomplete application
could result in either a decline of application or delay in effective date.

Last Name First Name Middle Initial | Date of Birth
Y S
Date of Hire |Gender |Marital Status Social Security Number
", [1Male [IMarried [1Single [1Divorced [JWidowed | or Alternate ID Number
T [JFemale | [1Civil Union [JDomestic Partnership
Mailing Address City State ZIP
Phone Number Email Address
( )
Name of Employer Group Number Requested Effective Date of
Coverage _
I consent to receive Explanation of Benefits (EOBs) from TruAssure by Email. [JYes [INo

I consent to receive policy and legally required communications from TruAssure by Email. [JYes [JNo

MEMBER/EMPLOYEE/DEPENDENT/ADDITIONS/TERMINATIONS/CHANGES

Please check one of the options below.

Are you and/or your dependent(s) covered by any
[ Yes, | want to enroll in this Group Coverage. other dental benefit program?  []Yes [INo

[J No, | do not want to enroll in this Group Coverage. | If “Yes," list the name of the carrier:

REASON(S) FOR SUBMITTING THIS FORM

[ IInitial or Open Enroliment

[ JCOBRA
EndDate __/ /

[ IRetiree

[JReinstatement due to:
[1Rehire [1Loss of Other Coverage []Other

[ /Add Dependent due to:
[IBirth [JAdoption/Placement for Adoption [JMarriage [JDomestic Partnership [JCivil Union
[JLegal Guardianship [ Loss of Other Coverage [1Dependent Child with Disability [1Military Dependent
[1Court Order [JOther
Date of Qualifying Event __/__/ CONTINUED ON NEXT PAGE
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REASONS FOR SUBMITTING THIS FORM (CONT’D)

[ ] Drop Dependent due to:
[JAge [JDeath [Divorced [10ther Coverage Elsewhere
Date of Qualifying Event __/__ /

[J Termination of Employment [] Covered Under Spouse, Domestic Partner, or Civil Union Partner

Date _ / / Date __/ [/

[ Name Change
Former Name New Name

[J Address Change

DEPENDENTS

Indicate the names of all dependents to be insured under the Group Policy.

Add|Delete |First Name Last_ Name Date of Birth |Relationship | Dependent Gender
(If different from || MM/DD/YYYY to Applicant | Status
Applicant)
A [JMilitary [JDisabled |[[]Male [[] Female
Y [IMilitary [JDisabled | [[]1Male [1Female
A [JMilitary [JDisabled | [[]Male [[] Female
A [IMilitary [JDisabled | [[] Male [ '] Female

ENROLLMENT SELECTION

Select one:

[JMember Only [(OMember Plus One Dependent

[ IMember and Spouse [ IMember Plus Two or More Dependents
[[IMember Plus One Dependent Child [ IFamily - Member and Dependents

[ IMember Plus Two or More Dependent Children [JMember Plus Child(ren)

WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
who knowingly presents false information in an application for insurance is guilty of a crime and may be subject
to restitution fines or confinement in prison, or any combination thereof.

PLEASE READ AND AGREE TO THE PRECEDING WARNING OR THE WARNING APPLICABLE TO YOUR
STATE AND SIGN ONTHE LAST PAGE OF THIS ENROLLMENT/CHANGE FORM.

CONTINUED ON NEXT PAGE
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THESE STATES REQUIRE THAT WE ADVISE YOU OF THE FOLLOWING:

ALASKA: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files
a claim containing false, incomplete, or misleading information may be prosecuted under state law.

ARKANSAS: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may
be subject to fines and confinement in prison.

ARIZONA: Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject
to criminal and civil penalties.

CALIFORNIA: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is
guilty of a crime and may be subject to fines and confinement in state prison.

CALIFORNIA: California law prohibits an HIV test from being required or used by health insurance companies
as a condition of obtaining health insurance coverage.

CALIFORNIA: This policy does not offer pediatric Essential Health Benefits (EHB) as mandated under the
Affordable Care Act.

COLORADO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to
an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may
include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an
insurance company who knowingly provides false, incomplete, or misleading facts or information to a policy
holder or claimant for the purpose of defrauding or attempting to defraud the policy holder or claimant with
regard to a settlement or award payable for insurance proceeds shall be reported to the Colorado Division
of Insurance within the Department of Regulatory Agencies.

DISTRICT OF COLUMBIA: It is a crime to provide false or misleading information to an insurer for the
purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In
addition, an insurer may deny insurance benefits if false information materially related to a claim was
provided by the applicant.

DELAWARE: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a
statement of claim containing any false, incomplete or misleading information is guilty of a felony.

IDAHO: Any person who knowingly, and with intent to defraud any insurance company, files a statement
containing any false, incomplete, or misleading information is guilty of a felony.

INDIANA: A person who knowingly and with intent to defraud an insurer files a statement of claim containing
any false, incomplete, or misleading information commits a felony.

KANSAS: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or

who knowingly presents false information in an application for insurance may be guilty of insurance fraud
as determined by a court of law.

THE COMMONWEALTH OF KENTUCKY: Any person who knowingly and with intent to defraud any
insurance company or other person files a 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.

CONTINUED ON NEXT PAGE
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LOUISIANA: Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may
be subject to fines and confinement in prison.

MARYLAND: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a
loss or benefit or who knowingly and willfully presents false information in an application for insurance is
guilty of a crime and may be subject to fines and confinement in prison.

MAINE per title 24-A Section 2186 (3): It is a crime to knowingly provide false, incomplete or misleading
information to an insurance company for the purpose of defrauding the company. Penalties may include
imprisonment, fines, or denial of insurance benefits.

MINNESOTA: A person who files a claim with intent to defraud or helps commit a fraud against an insurer
is guilty of a crime.

NEW HAMPSHIRE: Any person who, with a purpose to injure, defraud or deceive any insurance company,
files a statement of claim containing any false, incomplete or misleading information is subject to prosecution
and punishment for insurance fraud as provided in section 638:20.

NEW JERSEY: Any person who knowingly files a statement of claim containing any false or misleading
information is subject to criminal and civil penalties.

NORTH CAROLINA: Any person who knowingly and with the intent to injure, defraud, or deceive an insurer
or insurance claimant is guilty of a crime (Class H felony) which “MAY" subject the person to criminal and
civil penalties.

OHIO: 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.

OKLAHOMA: Any person who knowingly, and with any intent to injure, defraud or deceive any insurer,
makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading
information is guilty of a felony.

OREGON: 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 may be guilty of
insurance fraud.

THE COMMONWEALTH OF PENNSYLVANIA: 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 subjects such person to criminal
and civil penalties.

THE COMMONWEALTH OF PENNSYLVANIA: DISCLAIMER: The English version of this form is the official
version and shall control the resolution of any dispute or complaint. The Spanish version is provided as an
accommodation to the customer and is for informational purposes only.

RHODE ISLAND: Any person who knowingly presents a false or fraudulent claim for payment of a loss or

benefit or knowingly presents false information in an application for insurance is guilty of a crime and may
be subject to fines and confinement in prison.

CONTINUED ON NEXT PAGE
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TENNESSEE: "It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of
insurance benefits.”

TEXAS: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to
fines and confinement in prison.

WASHINGTON: "It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of
insurance benefits.”

WEST VIRGINIA: “Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.”

DISCLAIMER: The Spanish version of this form is provided only as a courtesy to the customer. The English
version of this form will be the presiding version in any case of a dispute or complaint.

DESCARGO DE RESPONSABILIDAD: La version en espanol de este documento se proporciona Unicamente
como cortesia para el cliente. La version en inglés de este documento constituira la version predominante en
el caso de alguna disputa o reclamacion.

THE CERTIFICATE PROVIDES DENTAL BENEFITS ONLY. REVIEW YOUR CERTIFICATE CAREFULLY.

To the best of my knowledge and belief, the information | have provided on this form is correct. | understand
that false or inaccurate information may result in the termination of coverage or the nonpayment of benefits.
| understand that premiums for my coverage under the group policy will be remitted to the TruAssure
Insurance Company by my Employer. If | must contribute to the premium for my coverage, | understand that
arrangements for payroll deduction will be made by my Employer.

Signature of Member Date
Y S S
CONTINUED ON NEXT PAGE
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Arabic
& oamd
1-888-559-0779 a5 Juail  laally &l 531 455 &y sl s Lusal) a8 Aalll HS3) Coaats i€ 13 1k sale
Chinese
KR
EE NMREERERPY , BUNURERSESEMRE. FHE1-888-559-0779,
French
Francais
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-
888-559-0779.
French Creole
Kreyol Ayisyen
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 1-888-559-0779.
German
Deutsch
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-888-559-0779.
Gujarati
o2l
YUstl: %) dB Ul ellddl &), dl [1:QLes ML USId Ad 1) dHRL IR Gudet 8. sl 5 1-888-559-0779.
Hindi

fedt

(M < gef oy gfel Siad € df 3 At qohd # UTYT TETIar ATt IUTSY &1 1-888-559-0779 TR HId HI|

Italian

Italiano

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-888-559-0779.

Japanese

BAE

FAEFE: AREEEINDBE. BEHOTEIEEZCAAVEEITET, 1-888-559-0779 F T, HEHEICT HEHKL
&L,

Korean

ot=0f

FO|: FH=0{E AFSSAIE AR, o X[ MH[A&
FHAR.

Portuguese

Portugués

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-559-0779.
Russian

Pycckui

BHMUMAHWE: Ecnu Bbl roBOpyTE Ha PycCKOM S3blKe, TO BaM AOCTYNHbI 6ecnnaTHele ycnyru nepesofa. 3BoHuTe 1-888-
559-0779.

Spanish

Espafiol

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-888-559-
0779.

Tagalog

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-888-559-0779.

Vietnamese

Tiéng Viét

CHU Y: Néu ban ndéi Tiéng Viét, co cac dich vu hd trg ngdn ng mi&n phi danh cho ban. Goi sb 1-888-559-0779.

S22 0|85HA & &L 1-888-559-0779 o 2 3|5l
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