Application/Change Form for Individual Insurance for
BlueDental Choice/Copayment PPO

We can help

If you, or someone you're helping, has questions about BlueDental Choice Q, QF/BlueDental Copayment Q, QF, 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.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de BlueDental Choice Q, QF/BlueDental
Copayment Q, QF, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un
intérprete, llame al 1-888-223-4892.

Si oumenm oswa yon moun w ap ede gen kesyon konsénan BlueDental Choice Q, QF/BlueDental Copayment Q, QF, se
dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
enteprét, rele nan 1-888-223-4892.

Néu quy vi, hay nguwoi ma quy vi dang gidp d&, co cau hoi vé BlueDental Choice Q, QF/BlueDental Copayment Q, QF,
quy Vi s& ¢ quyén dwoc gilp va co thém théng tin bang ngdn ngi ciia minh mién phi. D& noi chuyén véi mot théng dich
vién, xin goi 1-888-223-4892.

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o BlueDental Choice Q, QF/BlueDental
Copayment Q, QF, vocé tem o direito de obter ajuda e informagéo em seu idioma e sem custos. Para falar com um
intérprete, ligue para 1-888-223-4892.

MRE, zE'ﬂ.’lZIETTS}’JEJJE’]#T% ﬁl%'?lﬁ" #HASBMIE B #9148 BlueDental Choice Q, QF/BlueDental Copayment Q, QF A&
HMEE CHE#EANRELEHBESRIEMMAR, AR UPES, FRER TUHBART
1-888-223 4892,

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de BlueDental Choice Q, QF/BlueDental
Copayment Q, QF, vous avez le droit d'obtenir de I'aide et l'information dans votre langue a aucun codt. Pour parler a un
interpréte, appelez 1-888-223-4892.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa BlueDental Choice Q, QF/BlueDental
Copayment Q, QF, 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.

Ecnu y Bac unu nuua, Kotopomy Bbl nomoraeTte, umetotcs Bonpocsl no nosoay BlueDental Choice Q, QF/BlueDental
Copayment Q, QF, To Bbl nMeeTe NpaBo Ha becnnaTHOE Nofy4YeHne NOMOLLM U MHPOPMAaLMK Ha Ballem a3bike. Ons
pasroBopa C NepeBoAYMKOM NO3BOHUTE MO TenedoHy 1-888-223-4892.

d3,S Jsd s ¢ BlueDental Choice Q, QF/BlueDental Copayment Q, QF & ¢l Jxsd 15 Ja (idua culess L cia pa
.1-888-223-4892 UG‘AJS g Daule Shaal gal a5 b DK a3 2 55 LB s, j&ca& ae dyma lsad w

Se tu o0 qualcuno che stai aiutando avete domande su BlueDental Choice Q, QF/BlueDental Copayment Q, QF, hai il
diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare
1-888-223-4892.

Falls Sie oder jemand, dem Sie helfen, Fragen zum BlueDental Choice Q, QF/BlueDental Copayment Q, QF haben,
haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu
sprechen, rufen Sie bitte die Nummer 1-888-223-4892 an.

oret ot = Aot 512 A= 0™ A0l BlueDental Choice Q, QF/BlueDental Copayment Q, QF 0fl 2toli M & 20|
UCHH Fot= Jdefet T8t B2 E Aote A0 =2 HIE SERI0 22 = U= HelJt ASLICH DA S S ARt
OHD13tD| 2ol M= 1-888-223-4892 2 & SoHA Al 2.
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Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie BlueDental Choice Q, QF/BlueDental Copayment Q, QF,
masz prawo do uzyskania bezptatnej informaciji i pomocy we wiasnym jezyku .Aby porozmawiac¢ z ttumaczem, zadzwon
pod numer 1-888-223-4892.

%) dil ¥ di Hee 53] @l €l dd4 BlueDental Choice Q, QF/BlueDental Copayment Q, QF (dgl Uil €, dl dHsal Hee wal
dHIR] N HLE] 518 W 9ok Aoddlell AESIR B, LHINUL HI2 L «ieR U Slel 53, 1-888-223-4892.

winga Wieaufinumaemaeiimamifeadu BlueDental Choice Q, QF/BlueDental Copayment Q, QF

Auilansiioz 185unnudomeuazdoyalunmvosna 18 Tas lifis 14910 wagoiudw Tns 1-888-223-4892

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, sex, gender identity or sexual orientation. FCL does
not exclude people or treat them differently because of race, color, national origin, age, disability, sex, gender identity or
sexual orientation.

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:

o Qualified interpreters
o Information written in other languages

If you need these services, contact 1-888-223-4892.

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, sex, gender identity or sexual orientation, 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.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
mailto:civilrightscoordinator@fclife.com

Application/Change Form for Individual Insurance for

BlueDental Choice/Copayment PPO Florida _
Combined Life

An Independent Licensee of the
Blue Cross and Blue Shield Association

[1 Making a Change (Start with Section 1) Mail to: P.O. Box 44236
] New Applicant (Complete Sections 2 through 9) Jacksonville, FL 32231-4236
| wish to purchase this coverage for:
] Myself 1 Myself and my ] My Dependent Child(ren) under ] My Family
Spouse/Domestic Partner the age of 19 (Child Only Plan)

SECTION 1 - CHANGE INFORMATION

(For all changes complete sections 2, 9 and 10. To add or delete a dependent, complete Section 4, for premium
payment changes, complete Section 6.)

[] Add/Delete Dependents ] Name Change from: to:

[] Terminate All Coverage ] Social Security No. Correction from: to:

[] Change Bank Draft [ Other Personal Information Changes

[ Other: [1 Reinstatement — Premiums must be paid to a current status. Submit premium payable

by Money order or cashier’s check within 60 days of termination process date.
REQUIRED: Member Number (located on your ID card)

Remarks:

SECTION 2 - APPLICANT INFORMATION

Last Name First Name Mi Social Security No.
Home Address City State Zip Code
Birth Date: (mm/dd/yyyy) Gender: (1M [F Telephone No. E-mail:

()

SECTION 3 - POLICY SELECTION

] BlueDental Choice QF Policy (Adult only or Family ] BlueDental Copayment QF Policy (Adult only or Family)
[ ] BlueDental Choice Q Policy (Child Only) [ BlueDental Copayment Q Policy (Child Only)

SECTION 4 - DEPENDENT INFORMATION

List all Eligible Dependents to be covered. Eligible Dependents for a Child Only (Q) plan include Dependent Children
who are 18 years of age or under on the coverage effective date. Coverage in the Q plan will end on the last day of the
Calendar Year the Child turns age 19. Eligible Dependents for an Adult or Family (QF) plan include your spouse/
domestic partner and/or children ages newborn to 30. A child may be insured as a dependent until attaining age 26.
However a child up to age 30 may be eligible for coverage if the child is (1) unmarried and does not have a dependent;
(2) a resident of Florida or a full-time student; and (3) not provided coverage under another dental insurance policy or
eligible for benefits under Title XVIII of the Social Security Act. Attach additional sheet of paper, if necessary. Sign and
date it.

Add |Delete| Last Name First Name MI Social Security Birth Date Relation to You Gender
No.

O O [ISpouse or []DP OMOF

O O [IChild or [JDP Child | M [F

O O [IChild or [IDP Child |[[JJM [F

o | d CIChild or CIDP Child |OM OF

Do you or any of your dependents have Dental insurance under another Policy? []1Yes []No If “Yes”

complete the following the time of application:

Person’s Name: Policy No.:

Insurance Co. Name/Address:
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SECTION 5 - SUPPLEMENTAL INFORMATION

You must be a Florida resident and a United States citizen or have a permanent Visa (6 months) at the time of
application to be eligible for coverage.

1. Is the person named in Section 2 a permanent Florida resident?.............ccccoooeiiiiiiiieeiee e [1Yes [1No

2. Are all persons listed in Sections 2 and 4 United States citizens? ... [1Yes [1No
If “No,” do all persons listed in Section 2 and 4 have a permanent Visa (with at least 6 months [JYes [1No
remaining? We may ask for documentation to confirm legal status of all applicants.

Member Name Type of VISA VISA Expiration Date

SECTION 6 - PREMIUM PAYMENT METHOD

1. Check: Monthly Premium Payment: $
(Make checks payable to Florida Combined Life)

2. Bank Draft: (Automatic Monthly Withdrawal) ~ [_] | understand that if | choose automatic withdrawal by bank draft,
my invoices will only be sent electronically.

REQUIRED email address: (enter a valid email address as it will be used to communicate
important information about your bank draft or application).

You Must Include A Voided Check With This Application For Bank Draft and Complete the Section Below. We will

deduct your 15t and future premiums from your account. Policy premiums will be drafted three days in advance of the
1st of the month.

| authorize to make a bank draft of $
(Financial Institution/Bank Name)

From Account No. Bank Routing No.
and to remit the amounts deducted to Florida Combined Life Insurance Company, Inc. (FCL), upon instructions from
FCL. The amount of deduction indicated above is approximate and may be corrected as instructed by FCL. This
authorization will remain in effect until: (a) I/we cancel it in writing; (b) the above account is closed; (c) the deduction
and remittance arrangements between the above financial institution and FCL are discontinued; or (d) the insurance
policy is cancelled. | understand that this authorization does not waive or change any of the payment provisions of the
policy issued to me by FCL, and if this authorization terminates for any reason, any further payments required

under the policy will be made as provided in the policy. | agree that the above financial institution is acting gratuitously
and for my sole accommodation and not as an agent for FCL.

Accountholder’s Signature (Required): X Date:

SECTION 7 - AGENT INFORMATION (Agent Use Only)
(All Information must be completed to process application)

Agent Printed Name: Date:
Signature X:

Agent Phone Number:  ( ) Agent Fax Number: ( )

Florida State License Number: BCBSF Agent Code:

SECTION 8 —- REPLACEMENT OF COVERAGE

1. Is this insurance intended to replace ANY dental insurance currently “in force?” []Yes []No
If “Yes”, complete the following:
Insurance Company Name: Policy No.:
Effective Date: Termination Date:
(Also, complete the Replacement of Insurance notice and submit it with your application.)

2. During the last 90 days, have you had 12 consecutive months of dental insurance (including individual or group)
coverage? []Yes[]No If “Yes” complete the following:
Insurance Company Name: Policy No.:

Effective Date: Termination Date:




SECTION 9 - ACCEPTANCE OF COVERAGE

| am a Florida resident, and | wish to enroll in the policy selected in Section 3. | understand the insurance applied for
will not become effective until FCL has approved my application. | understand that waiting periods may apply for certain
services.

| understand that this is a minimum one (1) year contract and all necessary dental services will be provided as
described in the plan.

| authorize FCL to exchange benefit information with any insurance company, organization, or individual to determine if
coordination of benefits applies for me and my dependents. If an overpayment is made, | authorize FCL to recover the
excess from any person or entity to which payment is made.

| acknowledge that FCL coverage is contingent upon the complete, accurate disclosure of the information requested. |
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 misstatements may result in denial of benefits and/or
termination of coverage.

| understand that this application is hereby made a part of the policy. A photocopy of this application shall be as valid as
the original.

| understand that FCL may terminate this insurance, with proper notice, at the end of any period for which the premium
has been paid.

[1 I understand that the BlueDental Choice Q and the BlueDental Copayment Q policies only provide pediatric benefits
to covered persons who have not attained the age of 19.

Do you agree to receive and accept communications from FCL about your application or other notices by email?
] Agree [ Disagree

Applicant/Guardian Signature (Required): X Date:

(Guardian signature required if applicant is under age 18)  Guardian Relationship to Child

SECTION 10 - CHANGE AUTHORIZATION

| acknowledge that FCL coverage may be terminated by giving FCL written notice.

Membership changes granted to persons herein shall be subject to all provisions and limitations of the individual policy.
| am aware that a change in dependents may affect the amount of premium due to FCL for the individual dental
coverage. | understand the change requested will not become effective until FCL has issued approval of the change. |
certify that | have the authorization to request any change to the policy.

If | enrolled in my current qualified dental policy on the Federal Marketplace and want to switch to an Off-Marketplace
policy, | understand that | am responsible for cancelling from my current dental policy on the Marketplace
(www.healthcare.gov).

| attest that | am the primary policyholder or such individual’s legally authorized representative with the appropriate
authority to make the aforementioned changes.

Applicant/Guardian Signature (Required): X Date:

(Guardian signature required if applicant is under age 18)  Guardian Relationship to Child

If you have any questions about completing this application, contact your agent or call 888-753-4363.

Fraud Notice: 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.



http://www.healthcare.gov/
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