Group Member Life & Dental Enroliment Application
Dental / Life / AD&D / Disability ° ®

Florida
Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Association

We can help

If you, or someone you're helping, has questions about Florida Combined Life Dental, Life, AD&D or Disability plans, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid,
1-800-370-5856 Life, AD&D or Disability.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Florida Combined Life Dental, Life, AD&D or Disability plans, tiene
derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-888-223-4892 Dental PPO,
1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Florida Combined Life Dental, Life, AD&D or Disability plans, se dwa w pou
resevwa asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon entépret, rele nan 1-888-223-4892
Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Neu quy Vi, hay ngu&i ma quy vi dang gitp d&, cd cau hoi vé Florida Combined Life Dental, Life, AD&D or Disability plans, quy vi s& c6
quyén dworc gitp va ¢ thém thong tin bang ngdn ngtr ctia minh mi&n phi. D& néi chuyén véi moét thong dich vién, xin goi
1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid 1-800-370-5856 Life, AD&D or Disability.

Se vocé, ou alguém a quem voceé esta ajudando, tem perguntas sobre o Florida Combined Life Dental, Life, AD&D or Disability plans, vocé
tem o direito de obter ajuda e informacao em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-888-223-4892 Dental PPO,
1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

ME®R HEREEGHHHZR, ﬁEEUj" iﬁ)\lﬁﬁﬂ’ﬂ%?ﬁ Florida Combined Life Dental, Life, AD& or Disability
plans, FEIHIRIE, EEEMNRELUGHBESIEDINAL, AR LHES, HRESRE TUHEBART
1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability,

Si vous, ou quelqu'un que vous étes en train d'aider, a des questions a propos de Florida Combined Life Dental, Life, AD&D or Disability
plans,vous avez le droit d'obtenir de l'aide et I'information dans votre langue a aucun codt. Pour parler a un interpréte, appelez
1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Kung ikaw, 0 ang iyong tinutulangan, ay may mga katanungan tungkol sa Florida Combined Life Dental, Life, AD&D or Disability plans, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa
1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Ecnu y Bac unm nuua, KOTopoMy Bbl OMOraeTe, MetoTcs Bompockl no noeogy Florida Combined Life Dental, Life, AD&D or Disability plans, To
Bbl MMeeTe NpaBo Ha BecnnaTtHoe nomny4eHre NOMOLLM M MHAOPMaLMK Ha BalLeM Si3bike. [insi pa3roBopa C NepeBOAYNKOM MO3BOHMTE NO
TenedoHy 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

@i Gzd dali <Florida Combined Life Dental, Life, AD&D or Disability plans,, e suage idsul s3p\oss pag Ui 53 sl dsa g o)
,Dental PPO 1-888-223-4892 - Juad az s £ o Sopaal] 3339 (53 (g dofd gy s yuad) Dla sdgadls g lued! sde Jsuagd)
Life, AD&D or Disability 1-800-370-5856 ,Dental Prepiad 1-877-325-3979

Se tu o qualcuno che stai aiutando avete domande su Florida Combined Life Dental, Life, AD&D or Disability plans, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental
Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Florida Combined Life Dental, Life, AD&D or Disability plans, haben, haben Sie das Recht,
kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer
1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability an.

gtk Aot L= Mokt 510 A= HE AL OlFlorida Combined Life Dental, Life, AD&D or Disability plans, Ol 2o A & 20|
UCHH Fot= et =5 ZE2E 7ot HHZ HIE U0l 2= == U= A2 UASLICH DZ2H SHAS
OHDIGtD| 2o M= 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability. =
T3St AL,
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Jesli Ty lub osoba, ktorej pomagasz ,macie pytania odno$nie Florida Combined Life Dental, Life, AD&D or Disability plans, masz prawo do
uzyskania bezptatnej informaciji i pomocy we wiasnym jezyku .Aby porozmawia¢ z ttumaczem, zadzwon pod numer 1-888-223-4892 Dental PPO,
1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

Bl AN ¥ AN HEE 53| @ 8l AHA Florida Combined Life Dental, Life, AD&D or Disability plans, (A Yl &lat, Al dHa HEE

WA AHIFL eHl MRl 518 W cak Andalell wU@RSIR B, goudal W2 Al ook UR Slol 53, 1-888-223-4892 Dental
PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

wnans viteaufinunsasmaeiiaanaieaiu Florida Combined Life Dental, Life, AD&D or Disability
Anilavsnazdfunnudttwdeuarieyalunnaesgnililag e lsnn wanaiuanw Tns 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid,
1-800-370-5856 Life, AD&D or Disability.

1557 Non-Discrimination

Florida Combined Life Insurance Company, Inc. (FCL) complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. FCL does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

FCL:
e  Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o  Written information in other formats (large print, audio, accessible electronic formats, other formats)

e  Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
o0 Information written in other languages

If you need these services, contact 1-888-223-4892 Dental PPO, 1-877-325-3979 Dental Prepaid, 1-800-370-5856 Life, AD&D or Disability.

If you believe that FCL 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 with:

Civil Rights Coordinator

17500 Chenal Parkway

Little Rock, AR 72223
1-800-260-0331

Email civilrightscoordinator@fclife.com.

You can file a grievance in person or by mail or email. If you need help filing a grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at;

U.S. Department of Health and Human

Services, 200 Independence Avenue SW.,

Room 509F, HHH Building, Washington, DC 20201
1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Group Member Life & Dental Enroliment Application
Dental / Life / AD&D / Disability ° ®

Florida
Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Association

Please write clearly in black or blue ink

Section A: Employer Provided Information

Group Name; 1. | Life Group #: 2.| Dental Group # 3, Division #: 4,
Coverage Effective Date: 5. | Date of Hire: mm dd yyyy 6. |Occupation: 7.|Class: 8.
Work Status: Paid: [ Hourly 10.| Annual Salary: 11.| Hours worked 12.{0 Open Enrollment: 1.
9. O Salary $ per week: (Dental Only)
[ Actively at Work [ COBRA [ Retired
Section B: Employee Information (Refer to Section D for Dependent Information)
Last Name: 14] First Name: 15/M.l.:  16/Gender: 17{ Date of Birth (DOB): 18.
OM OF
Social Security No.: 19| Address: 20|Apt#: 21/ City: 22)State: 23/ Zip: 24,
County: 25.Home Phone #; 26. |Business Phone #: 27.| Marital Status: 28.| Email Address; 29.
( ) ( ) [ Single [ Married [J Divorced
Section C: Dental Coverage Selection
(If yes, select one of the Plans below.) Employee: [ Yes [ No, I decline Coverage.  Child(ren): O Yes [ No, | decline Coverage. 30.
Spouse: OVYes [ONo, | decline Coverage.
Plan Type [ BlueDental Choice Plus (PPO) [ BlueDental Choice (PPO) [ BlueDental Choice Copayment (PPO) 3L
Requested: [ BlueDental Care (Prepaid) O BlueDental Freedom (Indemnity)
Section D: Employee and Dependent Information Add additional dependents to the back of this form, sign and date it.
32, 33] 34 35. 36. ar.
First Name Middle Initial Last Name Social Date of Relationto  |Gender BlueDental Care Only
Security Birth You (DP = Facility ID #
No. Domestic To see a list of dentists in the
Partner) network visit www.bcbsfl.com
| | Check box if a current patient
Employee &\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\&\\\\\\\\\\\\\\\\\
ouse
or I:F|) DP OF O
O Child or OMm
1 DP Child OF O
O Child or OMm
1 DP Child OF O
O Child or OM
1 DP Child C1F [
Section E: Other Dental Insurance Information (This section must be completed for claims processing.)
In addition to this policy, do you or your dependents have any other dental insurance under a group plan? CJYes [ No If yes, complete below. 38.
Name of Person: 39.|Group Name & #: 40.| Policy #: 41.
Insurance Co./Name and Address: 42,
Section F: Life, AD&D and Disability Coverage Selection
(If yes, select coverages below.) Employee: O Yes [No,Idecline Coverage.  Child(ren): O Yes [ No, | decline Coverage. 43,
Spouse: O Yes [No, I decline Coverage.
Coverage Requested: 44,
O Basic Term Life $ O Supplemental Life $ CJSupplemental AD&D [ Small Group Package 10
O Accidental Death & Dismemberment (AD&D) $ O Short Term Disability (STD) O STD Buy-Up O Small Group Package 20
O Dependent Life $ O Long Term Disability (LTD) O LTD Buy-Up O Small Group Package 35
Voluntary Coverages: (If spouse Voluntary Life is selected, spouse information must be provided in Section D above.)
Life [0 Employee $ O Spouse $ O Child(ren) $ AD&D [J Employee $ ] Spouse O Child(ren)
O Voluntary Short-Term Disability (VSTD) Have you or your spouse (if applying for coverage) used tobacco
[ Voluntary Long-Term Disability (VLTD) products in the past year? You: [1Yes [INo Spouse: [1Yes [INo
Group Life Beneficiary Information  Add additional beneficiaries to the back of this form, sign and date it. 45,
This will revoke any existing beneficiary designation you may have. Total % must = 100%.
Primary Beneficiary: DOB: Relation to You: % of Share:
Primary Beneficiary: DOB: Relation to You: % of Share:
Secondary (Contingent) Beneficiary: DOB: Relation to You: % of Share:
Secondary (Contingent) Beneficiary: DOB: Relation to You: % of Share:
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Section G: Acceptance of Coverage (Please read before signing) | Section H: Refusal of Any/All Coverage (Please read before signing)

| wish to apply for any coverage checked YES under Parts C and 46, | do not wish to apply for any coverage checked NO under Parts C and 47.
F on the front of this form. I have read and understand the Acceptance | F above. | understand there may be additional requirements if | decide
of Coverage on this form. | certify the statements on this application, to apply at a later time.

including any attachment to it, are true and complete to the best of my
knowledge and belief. (If you checked NO for any coverage under Parts
C or F, sign and date Part H also.)

Signature: Date Signature: Date

FRAUD NOTICE: | understand that any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Section |: Acceptance of Coverage Authorization

| hereby apply for the coverage checked “Yes” on the front of this form. My employer has selected the coverage through Florida Combined Life
Insurance Company, Inc. (FCL). | authorize my employer to deduct from my earnings my premium contribution (if any). | understand all of the following:
1. If my coverage is to be issued and continued, | must meet all the group contract’s requirements; 2. if my dependents’ coverage, if any, is to be
issued and continued, my dependents must meet all the group contract's requirements; and (3) if | am not actively at work on my proposed coverage
effective date, my effective date for certain coverages may be deferred until the date | return to active work.

| understand a dependent cannot be: (1) covered as both a dependent and an employee, including married employees of the same employer, (2)
covered under more than one employee, or (3) full-time military.

| understand that my employer is not an agent of FCL. | also understand that my employer is responsible for notifying all employees of: 1. all effective
dates; 2. all termination dates; 3. any Employee Retirement Income Security Act (ERISA) rights or responsibilities; and 4. all other matters pertaining
to coverage under the group contract.

If an overpayment is made, | authorize FCL to recover the excess from any person or entity to which payment is made.

| acknowledge that, if | apply for FCL dental coverage later, coverage will not be available until the next open enrollment. | also understand if | apply
later for coverages, other than dental, | may be required to furnish evidence of insurability.

I acknowledge that FCL coverage is contingent upon the complete, accurate disclosure of the information requested. | hereby certify that the statements
on this application, including any attachment to it, are true and complete to the best of my knowledge and belief. | understand and agree that any
misrepresentations, omissions, concealment of facts, or incorrect statements may result in denial of benefits and/or termination of coverage.

A photocopy of this application shall be as valid as the original. However, the original application is required to evaluate this application. | agree to be
bound by the group contract’s terms and conditions. | understand that this application is hereby made a part of the group contract. | will attach it to my
certificate of coverage, when issued.

Add additional dependents below. Be sure to include your signature and the date.

First Name Middle Initial Last Name Social Date of | Relation to You [Gender BlueDental Care Only
Security Birth (DP = Domestic Facility ID #
No. Partner) Check box if a current patient

O Child or 1M

ODPChid OF 0

O Child or 1M

ODPChild OF O

O Child or 1M

ODPChild OF O
Add additional beneficiaries below. Be sure to include your signature and the date. Total % must = 100%.
Primary Beneficiary: DOB: Relation to You: % of Share:
Primary Beneficiary: DOB: Relation to You: % of Share:
Secondary (Contingent) Beneficiary: DOB: Relation to You: % of Share:
Secondary (Contingent) Beneficiary; DOB: Relation to You: % of Share:

Signature Date
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