


DIRECT DENTAL PLANS OF AMERICA, INC.

Pioneering Consumer Driven Health Care Plans Since 1994

GROUP MEMBERSHIP AGREEMENT

We agree to offer DDP as the benefit to our employees. Our Accounts Payable Department has been instructed
to honor your monthly invoices and to forward the membership fees that are due. We understand that the DDP
discount only applies to participating providers. All fees are paid directly to the provider selected by member at
time of service. Failure to do so could result in termination of membership. Less than one-year membership may
result in being billed form the DDP plan provider at the usual customary rate(s) for the services selected, minus
payments for services rendered during membership period. Some fees may vary when unusual services are
required. Consult with Provider prior to beginning any treatment. Any procedures done out of network will be paid
in full by the employee, not the plan. DDP retains the right to change service, member fees, and provider fee
schedule without notice. No cost for services rendered will be paid for by plan.

Change of Service

Employee status changes must be submitted to our office, in writing, no later that the 20" of the month in order to
be removed from the next billing cycle. Plan termination will be accepted based on the following criteria: entry into
Full-Time Military status; death; change in marital status; employee termination; failure to render payment for
services completed by provider. We understand any eligible new membership or termination must be received no
later than the 15" of the month prior to the next billing period. Failure to notify in writing any changes in employee
status is at no consequence to DDP and employer must pay in full until written notification has been received.
Under this agreement, membership shall be for a one-year period from effective date and will automatically renew
on a year-to-year basis until 30-day written notice has been received.

We assume no responsibility to DDP after termination of employment for any employee.

I, the undersigned employer, do hereby state that | understand that DDP IS NOT AN INSURANCE PROGRAM,
and that a full and complete explanation of the discounted fees and services has been given to me, and that | fully
accept and subscribe to all the terms and conditions contained in the plan agreement.

Proposed Effective Date:

Name of Business

Authorized Party Name / Title (print)

Mailing Address (Street)

City State Zip
Phone Fax
Billing Contact Name Phone Number

e-Mail Address for Billing

Authorized Party Signature Date

Producer Name Producer Number

11178 Huron Street, Suite 3 - Northglenn, Colorado 80234
Office: 303.457.9794 - Toll Free: 800.377.2924 - Fax: 303.457.6956 - www.Direct Dental Plans of America.com

Q Better

Business
. Bureau,




Pioneering Consumer Driven Health Care Plans Since 1994

DIRECT DENTAL PLANS OF AMERICA, INC.

APPLICATION FOR LIST BILL ENROLLMENT

Plan Type ** Add Total

Employee Name Status | D=DDP E=Extended _ ﬁ::ﬁ:_, PLI;I;::Lt ':22' Enroliment
Dental | Vision |Chiro| v ;N Amount

10

1

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Subtotal of Payments (@) (b) (c)

*STATUS: E = Employee Only « ES = Employee/Spouse ¢ EC = Employee/Children «+ FAM = Family
** PLAN TYPE: Choose “D” for DDP Network or “E” for Extended Network (Aetna Dental, Coast to Coast Vision, UHS Chiropractic)

Note: Use Additional forms to add more employees Total # of Employees Enrolled:
Authorized Party’s Initials: Total Monthly Payment (a):
Total Application Fee (b):

Total Initial Payment (c):
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DIRECT DENTAL PLANS OF AMERICA, INC.

LIST BILL PAYMENT AUTHORIZATION FORM

Company Name:

Initial Payment of paid by: [OCheck OCredit Card OAuto Bank Draft

Recurring Charges (select one):  COMonthly Invoice (Plans are billed in advance and are due by the first of the month.)
OCredit Card CAuto Bank Draft

Automatic Credit Card Payments (complete if checked above):

Name on Card

Credit Card # Exp Date / cw

Authorized Signature for Credit Card (Required) Date

Automatic Bank Draft Payments (complete if checked above):

Name on Account

Routing # Acct #
Name of Bank Branch City State
Authorized Signature for Bank Debit (Required) Date

Authorized Signer’s Driver’s License Number & State

By signature above, the company authorizes Direct Dental Plans of America, Inc. to process the initial payment (if credit
card or bank draft is selected) and for all monthly payments thereafter from the account indicated above. Monthly payments
will be processed on the 6" day of each month. The monthly bank draft amount may vary due to employee termination
and/or new enrollments.

Terminations: Company agrees to notify Direct Dental Plans of America, Inc. of any employee terminations in writing.
Terminations must be in our office no later than the 20" of the month to be removed from the next billing cycle. Credit or
refunds will not be issued for employee terminations that have not been reported in writing (by fax: 303-457-6956 or e-mail:
ddp@estreet.com).

Additions: Applications for new enrollees may be faxed or mailed. Effective dates and payments due are as follows:

Between the 1% and 15" of the month:

- For Groups receiving a Monthly Invoice: You must send a check, pay by credit card or bank draft to add a new
employee. Membership is effective immediately upon receipt of payment and employee will be added to the next
billing cycle.

- For Groups paying by Credit Card or Automatic Bank Draft: Initial payment will be processed immediately upon
receipt of apEIication. The next monthly draft amount will be amended to reflect any additions to the group.

Between the 16" and last day of the month:

- For Groups receiving a Monthly Invoice: New employees will be enrolled immediately and the plan amount will be
added to the next billing cycle.

- For Groups paying by Credit Card or Automatic Bank Draft: The monthly draft amount will be amended to reflect
any additions and will be processed during the next billing cycle.




Pioneering Consumer Driven Health Care Plans Since 1994

APPLICATION FOR GROUP ENROLLMENT

DIRECT DENTAL PLANS OF AMERICA, INC.

Last Name First Name Middle Initial _____
Address City/State/ZIP
BirthDate _ / /  Home Phone Cell Phone Work Phone
Employer E-Mail
Spouse: DOB: / / Child : DOB: / /
Child : DOB: / / Child : DOB: / /
Child : DOB: / / Child : DOB: / /
Plan Type (Check O DDP COLORADO
O NATIONWIDE NETWORK (AETNA DENTAL/COAST TO COAST VISION/UHS CHIROPRACTIC)

This form does not apply to the United HealthCare Fully Insured Plan offered through DDP. Groups interested in
product must begin by requesting a quote and alternative applications will be required.

Plan Selection (Circle initial payment on the applicable plans below):

HIGH OPTION PLAN RATES DENTAL/VISION/
CHIROPRACTIC/MASSAGE DENTAL/VISION RATES DENTAL/ CHIROPRACTIC/MASSAGE RATES
Semi- Semi- Semi-

Monthly | Quarterly Annual Annual Monthly | Quarterly Annual Annual Monthly | Quarterly Annual Annual

Member 18.65 57.45 | 112.90 | 217.80 [Member 14.65 | 45.45 | 88.90 | 169.80 [member 13.80 | 42.90 | 83.80 | 159.60
Member+1 29.20 89.10 | 176.20 | 344.40 |Member+1 | 22.95 | 70.35 | 138.70 | 269.40 [Member+1 | 22.45 | 68.85 [ 135.70 | 263.40
Member-+2 34.85 | 106.50 | 210.10 | 412.20 |Member+2 [ 29.85 | 91.05 | 180.10 | 352.20 |Member+2 | 26.40 | 80.70 | 159.40 | 310.80
Member+3 39.90 | 121.20 | 240.40 | 472.80 |Member+3 | 34.00 | 103.50 | 205.00 | 402.00 |Member+3 | 31.45 | 95.85 | 189.70 | 371.40
Member+4 44.95 | 136.35 | 270.70 | 533.40 [Member+4 | 38.20 | 116.10 | 230.20 | 452.40 [Member+4 | 36.50 | 111.00 [ 220.00 | 432.00

DENTAL ONLY RATES VISION ONLY RATES CAREMARK PRESCRIPTION CARD RATES
Member 9.80 | 30.90 | 59.80 [ 111.60 [member 4.85 | 14.55 | 29.10 | 58.20 |member | 5.70 | 17.10 | 34.20 | 68.00
Member+1 | 16.20 | 50.10 | 98.20 | 188.40 |memverst | 6.75 | 20.25 | 40.50 | 81.00 |Family 9.85 | 29.55 | 59.10 | 118.00
Members2 | 21.40 | 65.70 | 129.40 | 250.80 [Family 8.45 | 25.35 | 50.70 [ 101.40
Member+3 | 25.55 | 78.15 [ 154.30 [ 300.60 | CHIROPRACTIC/MASSAGE ONLY RATES
member+4 | 29.75 | 90.75 | 179.50 | 351.00 [Famiy | 5.85 [ 17.55 | 35.10 | 70.20

Broker Information:
Broker/Agent Name: DDP Producer #:

Payroll Deduction Authorization:

| voluntarily agree to enroll in DIRECT DENTAL PLANS OF AMERICA, INC. | understand that DDP is not insurance and that treatment must be
received from a participating provider through the DDP Provider Network. | will not hold DDP accountable for any negligence on the part of the
Provider(s). | understand | am responsible for the payment of this plan through a Payroll Deduction for a minimum of one (1) year.

| authorize a Payroll Deduction in the amount of $ per month. This amount will be deducted from my paycheck beginning in the
month of , 20

Upon termination, | understand that | may continue with the plan as an individual by contacting DDP. If upon termination | choose to discontinue
the plan, | must return all membership cards to DDP within 30 days of termination. Failure to return membership cards within 30 days of termina-
tion indicated my desires to continue the plan through the annual renewal date. | understand that continuation of the plan requires me to provide
back or credit card information in order to automatically draft the previously approved monthly membership fees.

Benefit Waiver: [] REQUESTING TO WAIVE BENEFITS

Group Employee Signature (Required) Date




FE

DIRECT DENTAL PLANS OF AMERICA, INC.
11178 Huron St. Ste 3 Northglenn CO 80234
303-457-9794 or 800-377-2924 Fax: 303-457-6956

REJECTION OF PLAN CONSENT
L , have been given the opportunity to

participate in the Direct Dental Plans of Amenca, Inc . being offered through my
employer. It 1s my decision:

Ol NOT to cover myself, spouse and children
] NOT to cover my spouse and children

It 1s further understood that if my employer 1s contnbuting towards this benefit that I
will not be entitled to recerve any moneys mn lieu of non-participation.

SIGNED DATE




Pioneering Consumer Driven Health Care Plans Since 1994

APPLICATION FOR ENROLLMENT

DIRECT DENTAL PLANS OF AMERICA, INC.

Last Name First Name Middle Initial _____
Address City/State/ZIP

BithDate _ / /  Home Phone Cell Phone Work Phone

Employer E-Mail

Spouse: DOB: / / Child : DOB: / /

Child : DOB: / / Child : DOB: / /

Child : DOB: / / Child : DOB: / /

Plan Type (Check One): [0 DDP COLORADO
O NATIONWIDE NETWORK (AETNA DENTAL/COAST TO COAST VISION/UHS CHIROPRACTIC)

Plan Selection (Circle initial payment on the applicable plans below):

Monthly | Quarterly :::::ie;l Annual PAYMENT AUTHORIZATION Broker/Agent Name:
HIGH OPTION PLAN RATES Initial Payment Amount
DENTAL/VISION/CHIROPRACTIC/MASSAGE One-Time Application Fee
Member 18.65 57.45 (112.90(217.80 TOTAL INITIAL PAYMENT DDP Producer Number:
Member+1| 29.20 89.10 |176.20|344.40

Member+2| 34.85 | 106.50 |210.10|412.20
Member+3| 39.90 | 121.20 |240.40|472.80
Member+4| 44.95 | 136.35 |270.70|533.40
DENTAL/VISION RATES
Member 14.65 | 45.45 | 88.90 [169.80
Member+1| 22.95 70.35 |138.70[269.40
Member+2 | 29.85 91.05 |180.10352.20

Member+3| 34.00 | 103.50 |205.00|402.00 . .
Member+4| 38.20 116.10 1230.201452.40 Method of Payment (Check One and Provide ALL INFORMATION REQUESTED):

DENTAL/ CHIROPRACTIC/MASSAGE RATES | []CREDIT CARD # EXP DATE
Member 13.80 42.90 | 83.80 | 159.60
Member+1| 22.45 | 68.85 |135.70[263.40 V-CODE (3-Digit Security Code found on Signature Pad)

Member+2| 26.40 80.70 [159.40(310.80
Member+3| 31.45 95.85 ([189.70(371.40
Member+4| 36.50 111.00 1220.001432.00 Authorized Signature for Credit Card (Required)
DENTAL ONLY RATES
Member 9.80 30.90 59.80 |111.60
Member+1| 16.20 50.10 98.20 | 188.40
Member+2| 21.40 65.70 [129.40(250.80
Member+3| 25.55 78.15 [154.30(300.60
Member+4| 29.75 90.75 [179.50(351.00

[IBANK DRAFT ( ) BUSINESS ACCOUNT ( )PERSONAL ACCOUNT

NAME ON ACCOUNT

VISION ONLY RATES ROUTING # ACCT #
Member 4.85 14.55 | 29.10 | 58.20
Member+1| 6.75 20.25 | 40.50 | 81.00 NAME OF BANK BRANCH CITY
FAMILY 8.45 25.35 | 50.70 [101.40
CHIROPRACTIC/MASSAGE ONLY RATES DR. LIC. # OF Authorized Acct Holder STATE

FAMILY | 5.85 | 17.55 [ 35.10 | 70.20
CAREMARK PRESCRIPTION CARD RATES
Member | 5.70 [ 17.10 [ 34.20 [ 68.00
FAMILY 9.85 | 29.55 [59.10 [118.00

By signature below, applicant agrees to remain enrolled with DDP for a minimum of one-year. After the initial payment, applicant understands that
monthly payments will be drafted on the account selected above on the 6th of every month. After the first year, monthly payments will be assessed
a $2.00/month administration fee. Accounts renewing with an annual payment are exempt from administrative fees. Applicant agrees to automatic
membership renewal each year unless cancelled by applicant in writing, returning all membership cards, at least 30 days prior to the desired
cancellation date and after the one year obligation has been fulfilled. It is further understood that DDP is not a health/dental insurance policy and
payments are made directly to the providers for health/dental services. Patient is obligated to pay for all services. Patient will receive discounts for
services from providers contracted with the plan indicated above and must utilize network providers to receive benefits. There are no out-of-
network benefits. Member will not hold DDP liable for the negligence on the part of a participating provider.

Authorized Signature for Bank Draft (Required)

Member Signature (Required) Date




Employer Application

Group Dental Coverage
Provided by United HealthCare Insurance Company

A

DENTAL

AT

_Company Name:
Address: City
State: Zip Code: Phone Number:
Fax Number: Contact Name:

“E-Mail Address of Contact:

EMPLOYER INFORMATION

Organization Type: [J Corporation [] Parinership [[] Sole Proprietor  [[] Poiitical Subdivision' [] Other
*Submit legal opinion or minutes from Board Meeting along with application showing consent.

Full Legal Name of Employer:
Inciude names of subsidiaries or amliated companies

Employer Identification Number (Tax ID):

Subject to ERISA? [1Yes [INo

Has your firm ever filed for or is it in the process of filing for bankruptcy? [JYes [JNeo

DENTAL PLAN PARTICIPATION AND SELECTION

Did the group have dental coverage for the past
[12] months? [JYes [JNo

If yes, name of prior dental carrier:

Requested effective date of coverage: ! /

All effective dates must be first of the montn.

Total number of employees on payroll:

Total number of full time/eligible employees (EE):

Multi Site: n Yes n No Number of Locations:

Locations:

Number of COBRA participants in fotal group:

Number of Retirees in total group:

Dental Plan Selected:

Rates and Contributions

Ter Structure Rates

Number of Enrolled Employe: Employee
Employees Contribution % Contribution %

Single Tier EE

Two Tier EE

Family

Three Tier EE

EE+ One

Family

Four Tier EE

EE+ One

EE+ Child(ren)

Family

Amount of Binder Check:
***This check must accompany the group appication.

D-AFFP-CO 31




BILLING AND CONTACT INFORMATION
FPlease provide the information below if different than above for billing purposes and plan administration.

Address

City: State: Zip Code:
Contact Mame: Phone:

Fax: E-Mail Address:

| understand and agree that the first month's estimated premium and fully completed enrollment information for all eligible
persons requesting insurance coverage must be submitted with this application BEFORE action is taken on this
apphcation. Coverage is not in effect unless and until | receive notification of acceptance from the Company. If this
apphcation is declined, the Company will returm the premium deposit submitted with the application. If my coverage is
approved. premium is payable monthly im advance.

| understand and agree that failure to pay premium when due will be considered a default in premium payment. and that
the Company will terminate coverage following a grace penod (time extension for payment of premium) of [31] days from
the date of nonpayment of premium. If the coverage is terminated by the Company for nonpayment of premium, | will still
owe, and the insurance company will collect, premium, for the grace perod. | understand that coverage may also be
terminated for cther reasons as provided in the group policy.

| represent and agree that all the answers and statements in this request are full, complete and true, fo the best of my
knowledge and belief, and understand that the said answers and staterments form the basis upon which coverage will be
made effeciive. | understand that the material omissions or misrepresentations could result im voiding or reformation of
COVETSgE.

| agree that the company shall be entitled fo rely on the most curent information in its possession regarding eligibility of
employees and their dependents in providing coverage under this policy. | understand and agree that | am responsible for
notifying the Company promptly of amy changes in this information that may affect the eligibility of employess of their
dependents, including the addition of newly eligible employees or dependents.

~Authorized Officers Name: Title:
Authorized Officer’s Signature: Date:
Agent Mame: Date:
Agent Signature: DCiate:
Agent Number:

It is unlawful fo knowingly provide false, incomplete, or misleading facts or information o an insurance company for the
purpose of defrauding or attempting to defraud the insurance company. Penalfies may include impriscnment, 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 policyholder or claimant for the purpose of defrauding or attempting fo defrawd the policyholder or
claimarnt with regard to a setlement or award payable for insurance proceeds shall be reported to the Colorado Division of
Insurance within the Department of Regulatory Agencies.

C-APP-CO S0




Dental Enroliment Form —
S e //V\ﬁ@fg.

SOCIAL SECURITY NUMBER EMPLOYEE ID NUMBER (I amerent than SSN) | (] Enror [] Cancel [ Change [] Wabver
DATE: ! !
LAST NAME FIRST NAME [
ADDRESS cTYy STATE aP
TELEPHONE NUMBER [ Male [ Female
HOME ( ) WORK ( ) 0 O

APPLICANTS DATE OF BIRTH EMPLOYER OR GROUP NAME

PLAN DESIGN [ standad PMlan [ Low Opfion Plan Effective Date: / /

PLAN COVERAGE [JEmplyee [J]Emplyee:One [J Family

PLAN COVERAGE [JEmpyee [JEmpioyee+Spouse [J]Employee + Chilgjren) [ Famiy

INFORMATION FOR DEPENDENT COVERAGE
Spouse & Unmarmied Dependent Children Cnly (Inciude Date of Birth)

Date of Birth If Child 15 over 19,
FirstName initial Last Name (¥ aifferent) (MaDay1Yr) Relationship pease ndcaie
” L] Student at [ Enron
Owre | Ctustans | [ I Bg;zwge
oM L1 Stugent at- Enroll
Dison | Ooagier | BF | e | [ Songe
o | L Stucent at [ Enrol
Oson | [ Daughter EF [ Change
[lFsndicseoed | [ Cancel
Oson | Clcaugreer | H o * H change
F
Ilcm
M [ Student at [ Enroll
Oson | Cloaugeer | [ e —

“For court orderad dependent, legal documentation must be attached. Please see employer representative for more Information about the

quaincations for full-ime student status. If dependent does not reside with eligibie empioyee, piease provide address on separate sheet.
FOR INTERNAL USE ONLY

EMPLOYER or GROUP AUTHORIZATION

EFFECTIVE DATE

TYPE OF COVERAGE

Vision Enroliment - Add Optional MWG Vision Coverage [0 Add Vision Coverage

PLAN COVERAGE []Empbyee [JEmployee+One  [J Famiy

SIGNATURE

Thereby understand Inat any Coverage is iMiied by (e benefiis and exclusions of the Group Denial Agreement

UHC DenEEApp (10/03)



Dental Carrier Change Form
Group Dental Coverage Provided by DENTAL
United HealthCare Insurance Company W——_‘

Group Name

We have notified our employees participating in our dental plan of the
change of carrier, benefits and rates.

Signature Title

Date






