APPLICATION FOR DENTAL INSURANCE

California

UNITEDHEALTHCARE INSURANCE COMPANY
HARTFORD, CONNECTICUT 06103-0450

Applicant(s) Information

Gender Name (Last, First, M.l.)

Birth Date

L] Male

(1 Female |Primary (You)

1 Male Spouse/Registered
[] Female |Domestic Partner

Permanent Home Address (PO Box/PMB is not allowed)

Street (Include Apt.) City State ZIP Code
Mailing Address (if different from permanent home address)

Street (Include Apt.) City State ZIPCode

Contact Information

Phone Number Optional Email

( )

Plan Selection

Plan Start Date

Your Plan will start on the first day of the month following receipt and approval of this Application Form and receipt of your first month’s payment.
If you would like your Plan to start on a later date (the first day of a future month), please indicate the date:

SV

Plans
(Choose One)

L] DVH 500

L] DVH 1000

(] DVH 2000

[ DVH 3000

L] DVH 500 PLUS

L] DVH 1000 PLUS

L] DVH 2000 PLUS

(] DVH 3000 PLUS

Initial Payment

Estimated Monthly Premium

CALIFORNIA LAW PROHIBITS AN HIV TEST FROM BEING REQUIRED OR USED BY HEALTH INSURANCE COMPANIES AS A CONDITION OF

OBTAINING HEALTH INSURANCE COVERAGE.
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Statement of Understanding

| have read this application and represent that the information shown on it is true and complete to the best of my knowledge and belief.
| understand and agree that:

(1) Noinsurance will become effective unless my application is approved and the appropriate premium is actually received by UnitedHealthcare
Insurance Company (UHIC) with this application.

(2)  The primary applicant must be age 64 and 11 months or older on the plan effective date to be eligible for coverage.

(3)  The information provided in this application may result in claim denial or voidance of coverage if it constitutes fraud or intentional
misrepresentation of material fact. However, there may be no cancellation, limitation of policy provisions, or premium increases due to
inaccuracies in the application form, whether willful or not, after 24 months following issuance of the policy.

(4)  The information provided in this application, and any supplement or amendments to it, will be made a part of any policy or policies that may
be issued.

(5)  Ifan application is approved, insurance will be effective:
(@) The first day of the month following receipt and approval of this application and receipt of your first month’s payment; or
(b) The first day of a future month requested by you.

(6)  The agent is only authorized to submit the application and initial premium and may not change or waive any right or requirement.

(7)  If UHIC rejects this application, under no circumstances will any benefits be payable. Receipt of payment by UHIC does not constitute
approval of my application or create UHIC coverage.

(8) I'have received a Notice of Privacy Practices and a Conditional Receipt or Conditions Prior to Coverage.

(9) lacknowledge that applicant has access to/has received a Guide to Health Insurance for People with Medicare. The Guide to Health
Insurance for People with Medicare is available at: https://stage.uhone.com/api/supplysystem/?Filename=Medicare-Medigap-guide.pdf

(10) THIS IS NOT A MEDICARE SUPPLEMENT POLICY.

For your protection, California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent
information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject
to fines and confinement in state prison.

Signature Information

Signature Date Signed

Primary Applicant

CALIFORNIA ATTESTATION FORM

1. To the best of my knowledge, the information on the application is complete and accurate.

2. | have explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and
attest that the applicant understood the explanation.

3. I understand that if | willfully state as true any material fact | know to be false, in addition to any applicable penalties or remedies
available under current law, | may be subject to a civil penalty of up to $10,000.

X X
Signature of Agent/Broker (required) Date

X X
Type or Print Agent/Broker Name Individual Producer Number

CALIFORNIA LAW PROHIBITS AN HIV TEST FROM BEING REQUIRED OR USED BY HEALTH INSURANCE COMPANIES AS A CONDITION OF
OBTAINING HEALTH INSURANCE COVERAGE.
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IMPORTANT NOTICE TO PERSONS ON MEDICARE
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS

This is not Medicare Supplement Insurance

This insurance provides limited benefits, if you meet the policy conditions, for expenses relating to the
specific services listed in the policy. It does not pay your Medicare deductibles or coinsurance and is not
a substitute for Medicare Supplement insurance.

This insurance duplicates Medicare benefits when:
e Any of the services covered by the policy are also covered by Medicare

Medicare pays extensive benefits for medically necessary services regardless of the reason you
need them. These include:

Hospitalization

Physician services

Outpatient prescription drugs if you are enrolled in Medicare Part D
Other approved items and services

Before You Buy This Insurance

Check the coverage in all health insurance policies you already have.

For more information about Medicare and Medicare Supplement insurance, review the Guide to
Health Insurance for People with Medicare, available from the insurance company.

\' For help in understanding your health insurance, contact your state insurance department or state
health insurance assistance program (SHIP).

< 2
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Payment Method - Select one below.

1 EFT - Complete EFT Authorization below
[] Credit Card — Complete Credit Card Authorization below

Electronic Funds Transfer (EFT) and Credit Card payments will be collected at the time of application. Premium will be verified and may be adjusted

up or down during the processing of your application.

[1ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION — ONLY IF PAYING BY EFT: Sj‘;'cfiggw VoI
| (we) hereby authorize UnitedHealthcare Insurance Company to initiate debit entries to the \Q‘k
account indicated below. | also authorize the named financial institution to debit the same to ABC Fi

such account.

| agree this authorization will remain in effect until you actually receive written notification of

its termination from me.
Type of Account: [1 Checking [ Savings

Mem,
e

- nancial gy
Indianapofie i U Institutioy,

LT T
5675 )@zgsasymz_a)-asa?

‘h\___
Signatra

Nine-digit Routing No. T AccountNo | | | | | | | Ll L L
Financial Institution’s Name
Address
City, State, ZIP
Draft On
Day Date Signed

Only select a draft date between the 1st and 28th of the month.

In Tennessee and Texas, drafts may only be scheduled on 1) the premium due date; or 2) up to 10 days after the due date.

X

Authorized Account Signature

(] CREDIT CARD AUTHORIZATION - ONLY IF PAYING BY CREDIT CARD:

| authorize UnitedHealthcare Insurance Company to bill my MasterCard/Visa/American Express/Discover account.

Typeof Card:  [IMasterCard [1Visa [lAmerican Express [IDiscover Exp Date | L
Month Year
T T T T T T T T T T T T
Billing ZIP Code: E] Card Number: Lo L L0
X Charge On
Signature of Authorized User Day

Only select a charge date between the 1st and 28th of the month.

NOTE: Some card issuers/financial institutions charge cash advance fees on insurance payments.

684ICA-U-0625
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ELECTRONIC DELIVERY TERMS AND CONDITIONS

You will receive your Required Plan Communications electronically instead of receiving paper copies through
the U.S. Mail. We will send you an email when a document is ready to view online.

Not all communications require permission before sending electronically. This Notice only applies when
permission is required. Communications are based on the Plan(s) you have. You will get new types of
communications as they become electronic. If there is not an electronic version, we will send by

mail. Occasionally, in addition to electronic delivery, you may also receive a hard copy document.

You can request a free paper copy of documents that we are required to provide you by calling the phone
number on your insurance ID card.

Your consent remains in effect until you withdraw it. You may withdraw your consent at any time and choose
to begin receiving paper mailings by changing your delivery preferences on the member website or by calling
the phone number on your insurance ID card. Changes may take up to seven business days to process.

It is your responsibility to notify us of any changes to your email address and your failure to do so may cause
delayed communications. If attempts are made to deliver information to any email address you provide and the
message is returned as undeliverable after several attempts and that email address is not updated by you, we
will assume that you have withdrawn consent for electronic delivery and will begin sending the information to
you in paper format. To ensure that you continue to receive emails from us, add the email “from” address to
your email address book or safe list. To update your email address, go to your member website or you can call
the phone number on your insurance ID card.

If you change plans or add a benefit, program, product or service, we will use the same contact information,
when possible, to electronically deliver Required Plan Communications related to those services.

Requirements to access and retain information — in order to receive and retain electronic communications, you
must have access to a computer or other device that is capable of mobile or internet access and complete your
registration for the member website. This page contains documents in PDF format. PDF (Portable Document
Format) files can be viewed with Adobe® Reader®. If you don’t already have this viewer on your computer,
download it free from the Adobe website (http://get.adobe.com/reader/).

[ ] I hereby consent to receive Communications and Transaction Documents electronically, as per the
aforementioned conditions. All of the Communications between the time you submit your consent and
withdraw your consent will remain valid and binding on both you and us notwithstanding your
withdrawal.

[ ] I hereby DO NOT consent to receive Communications and Transaction Documents electronically, as per
the aforementioned conditions. If you do not consent, we will conduct all future business with you in

paper form.
X X
Primary Applicant (You) Parent/Guardian (if you are a minor)  Relationship
Primary Applicant’s (Your) Email Address Parent/Guardian’s (if you are a minor) Email Address
Date Policy Number
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NOTICE OF NONDISCRIMINATION
and
NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS

UnitedHealthcare complies with applicable civil rights laws and does not discriminate on the basis of race,
color, national origin, ancestry, religion, age, disability, sex (including pregnancy, sexual orientation, gender,
and gender identity), or marital status. UnitedHealthcare does not exclude, deny Covered Health Care
Benefits to, or otherwise discriminate against any Member for participation in, or receipt of the Covered Health
Care Services under, any of its health plans, whether carried out by UnitedHealthcare directly or through a
Network provider or any other entity with which UnitedHealthcare arranges to carry out Covered Health Care
Services under any of its health plans. We do not exclude people or treat them less favorably because of race,
color, national origin, ancestry, religion, age, disability, sex or marital status.

We provide free auxiliary aids and services to help you communicate with us or your doctor. You can ask for
interpreters and/or for communications in other languages or formats such as large print. We also provide
reasonable modifications for persons with disabilities.

If you need these services, call the toll-free number 1-800-657-8205. (TTY 711).

If you believe that we failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can send a complaint to the Civil Rights Coordinator:

Civil Rights Coordinator
UnitedHealthcare Civil Rights
Grievance P.O. Box 30608
Salt Lake City, UTAH 84130
UHC Civil Rights@uhc.com

If you need help filing a complaint, call the toll-free number 1-800-657-8205. (TTY 711).

If your complaint is not resolved, you can file a grievance with the Department of Managed Health Care
("DMHC"). Contact the DMHC Help Center at the toll-free telephone number (1-888-466-2219) or submit an
inquiry in writing to the DMHC, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725
or through the website:

http://www.dmhc.ca.gov. The hearing and speech impaired may use the California Relay Service's toll-free
telephone number 1-877-688-9891 (TTY).

If your complaint is not resolved, you can file a grievance with the California Department of Insurance (“CDI”).
Contact the CDI at the toll-free telephone number 1-800-927-HELP (1-800-927-4357) or submit an inquiry in
writing to the California Department of Insurance, Consumer Communications Bureau, 300 South Spring
Street, South Tower,

Los Angeles, CA 90013 or through the website: www.insurance.ca.gov. The hearing and speech impaired
may use the toll-free telephone number 1-800-482-4833 (TTY).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Phone: 1-800-368-1019, 800-537-7697 (TDD)
Mail:  U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

52115-U-0425 CA



Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at: https://www.uhc.com/legal/required-state-notices/california/nondiscrimination-
notice.

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with us. If
you speak English, free language assistance services and free communications in other formats, such as
large print, are available to you. Call 1-800-657-8205. (TTY: 711). If you need more help, call DMHC Help
Line at 1-888-466-2219 or call the Department of Insurance Hotline at 1-800-927-4357.

52115-U-0425

CA



ENGLISH

ATTENTION: You can get an interpreter to talk to your doctor atthe time of your appointment or
with us. If you speak English, free language assistance services and free communications in other
formats, such as large print. are available to you. Call 1-800-657-8205. (TTY: 711). If you need more
help,call DMHC Help Line at 1-888-466-2219 or call the Department of Insurance Hotline at 1-800-
927-4357.
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CAROLINIAN

POLO: Na'ishte na' kayot tekyo chon wahu a chota / kota kisyon wo wahu chon. Siyou lekon
Senkirei, atu'ung assistensia lengua, si atu'ung komunikasion i difere’ formatos, hao large print,
ma'loyo hao. Kama'1-800-657-8205.(TTY: 711). Si nu' inao’ ayuda. kama' DMHC Help Line 1-888-
46 62219 o kama' Department of Insurance Hotline 1-800-927-4357.

CHAMORRO

ATFNSTON: Sina ha un kanne’ tantan para wnintetpitii finn’ i dokti gi tiempa miu yan hami pat
duranten i machek mu. Kumu un tungo fumino' CHamoru, guaha dibatde na setbision
asistementon lengguahi. yan dibatde na otru siha na fotmat komunikasion, tatkumo dangkulo na
letra. Agang 1-800-657-8205. (1TY: 711). Yanggen un nisisita mas ayudu. agang i DMHC Telefon
Ayudu gi 1-888-466-2219 pat agang i Depattamenton i Sigurida: telefon gi 1-800-927-4357.

CHINESE (TRADITIONAL)
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HMONG

CEEB TOOM: Koj tuaj veem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum
lub sijhawm kev teem :=aij los sis thaum tham nrog peb. Yogq tias koj hais lus Hmoob. muai cov kev
pab cuam txhais lus pub dawb thiab kev pab cuam luam ua lwm hom Qauv ntawv, xws li luam ua tus
ntawv loj rau koj siv. Hu rau 1-800-657-8205. (TTY: 711). Yog tias koj xav tau kev pab ntxiv. hu rau
DMHC Tus Xov Tooj Pzb Cuam ntawm 1-888-466-2219 los sis hu rau Lub Tuam Tsev Saib Xyuas Kev
Tuav Pov Hwm Tus Xov Tooj ntawm 1-800-927-4357.

ILOCANO

ATENSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti
appointment-mo. No makasaoka iti Ilocano, makaalaka iti libre a tulong iti fengguahe ken libre a
pannakikomunikar itisabali a format, kas iti dadakkel a letra. Tawagan ti 1-800-657-8205.(TTY:
711). No kasapulam iti ad-adu pay a tulong, tawagam ti DMHC Help Line iti 1-888-466-2219 wenno
tawagam ti Department of Insurance Hotline iti 1-8 0 0:927-4357.

JAPANESE

CHEE  CTFHCBRBLOBIEITFROEB. B L HEICLIODORMREEFTETDI Lo
T HELHAXRBE HEL LIRS, BHOSBIR T -EAHIUAIVEFLCBORER
&38RO A 27— 32 HBICBNE T 1-800-657-8205 F THRE KL IV, (TTY:
711), tDMBEODEHBO FL.7-5. DMHC AL T35 -1 > (1-888-466-2219) © L < (3{REEERFY
ey bS5 > (1-800-927-4357) £ THBE 123 L

KOREAN
Fo: Elg A QAR HEHBILE XA AFS I8 BFAL MBIA S P2 X £ AL B0 S SHAIE
32, 228 O XY Mu|A9 3 BANI 22 CHE 49| ZRLIAH0| U2 F22 0| 834 + JAGLICt 1-

800-657-8205 2 Ti# A2, (TTY: 711). &20| T QS}HA|H DMHC B I2}Ql0] 1-888-466-
2219tHO 2 XM3}5tAL} @ EE St2l010f 1-800-927-43871 O 2 SO|SHAAIL.

NAVAJO

SHOOH: Diné ata’ halhe’i ne’azee’ iit'ini bit yah aninadh bee nahoo’'a’ géne’ doodago nihi
nihich’y’ yatti‘go biighah. Bilagdana bizaad bee yanilti‘to, t'3a jiik'eh saad bee 3ka’e’eyeed bee
aka'anida’ow’'i dad t'da jikk'eh ndana fahgo at’éego bee hada’dilyaaigii bee ahit hane’, dii
nitsaago bik’e’ashchini, nd dahélg. 1-800-657-8205 bee hodiilnih, (TTY: 711). Aka’e’eyeed I3’
nadanindzingo, DMHC Aka‘e'eyeed Bee Hane'i kohjj’ 1-888-466-2219 hodiilnih doodago Béeso
Ach’33h Naa'nil Bit Haz'ani T'34 Jiik’ ah Bee Hane'i kohjj’ 1-800-927-4357 bee hodiilnih.
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PENNSYLVANIA DUTCH

WICHDICH: Du kannscht en Interpreter griege fer schwetze mit dei Dockter an dei Appointment
odder mit uns. Wann du Deitsch schwetzschtun brauchscht Hilf fer communicat-e kenne mer dich
helfe unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde SchproochHilf
beigriege aa fer nix. Ruf 1-800-657-8205 uff. (TTY: 711). Wann du meh Hilf brauchscht. ruf fi DMHC
Help Line uff an 1-888-466-2219 odder ruf die Department of Insurance Hotline an 1-800-927-
4357

PUNJABI

RUSSIAN

BHMMAHME. Bbi mOjkeTe BOCNONB30BATBLCA YC NyramMu YCTHOro NnepeBoR4nKa ANA 06WeHnA ¢ BalmM
Bpa4om BO BpeMA NpuemMa unu Hepes Hawu ycnyru. Ecnu Bbt roBopute No-pyccku, Bam
NPefocraBnAIOTCR yCnyru 93biKOBOK noMowm v coobweHuna B apyrux dopmarax 6ecnsiatHo,
Hanpumep, ¢ ucnonb3oBaHuem KpynHoro wpudra. [losesoHute no Homepy 1-800-657-8205. (JIunua
TTY: 711). 3a gONOAHUTENBHON NOMOULbIO 0bpausaiTech B cnpaBo4Hyto cnyxby DMHC no teneoHy

1-888-466-2219 usin Ha ropadyo NMHKIO [lenapTameHTta cTpaxoBaHUA no renedoHy 1-800-927-4357.

SAMOAN

FAASILASILAGA: E mafai ona e maua se faamatala‘upu e talanoa i }au foma'i poo matou i le taimi
o lau siaki faatulagaina. Afai e te tautala i le gagana Samoa, o loo avanoa mo oe 'au‘aunaga
fesoasoani mo gagana, e pei o lomiga lapopo’'a ma fesoota‘iga e leai se totogi i isi faiga, Vala’au
le 1-800-657-8205. (TTY: 711). Afai e te mana’omia atili se fesoasoani, valaau le Laina Fesoasoani
a le DMHC i le 1-888-466-2219 pe valaau le Laina a le Matagaluega o Inisiva (Department of
Insurance Hotline} i le 1-800-927-4357.

SPANISH

ATENCION: Puede conseguir un intérprete para hablar consu médico en el momenta de la cita o
con nosotros. Si habla espanol, usted dispone de servicios gratuitos de asistencia en otros idiomas
y comunicaciones gratuitas en otros formatos, como letra grande. LIame al 1-800-657-8205. (17Y:
711).Sinecesita mas ayuda. llame a lalinea de ayuda del Departamento de Atencién Médica
Administrada (DMHC) al 1-888-466-2219 o llame a la linea directa del Departamento de Seguros al
1-800-927-4357.
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TAGALOG

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap angiyong doktor sa panahon
ng iyong appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog. maaari kang
makakuha ng libreng mga serb syo sa tutong sa wika at libreng pakikipag-ugnayan saibang mga
anyo o pamamaraan, tulad ng malalaking titik. Tumawag sa 1-800-657-8205. (1TY: 711). Kung
kailangan mo ng karagdagan pang tulong. tawagan ang DMHC Help Line sa 1-888-466-2219 o
tawagan ang Hotline ng Departamento ng Insurance sa 1-800-927-4357.

THAI

KUIBIKA: ANAWISNUIAULIWORBAUIWNSUaVArldluLaRATaKLIDKSDAUIST KIFAUWANIEINg
1swudlkusmstidordadumswsia:nsdaarswslusuiuudun wu GIdnusunalkey ns 1-800-65/-
8205. (TTY: 711). KinAtudavasaduddakaawuitu lusadadaaiaddu DMHC fxuioiau 1-888-466-
2219 3o [nsluAarsdaunsunisus:AufoAkuIsiay 1-800-927-4357.

UKRAINIAN

3BEPHITbL YBATY! Nia 4ac npnhomy y nikaps abo po3mMoBu 3 HaMW B MAETE 3MOI'Y CKOPUCTATUCA
NOCNyraMn yCHOro nepexnapatia. AKwo Bn po3MoBASETE YKPAIHCLKOIO0, B MoXeTe 6e3onnatHo
CKOPUCTATUCA NOCNYraMn MOBHOI NIATPMMKHK, @ TAKOX 6e30n/1aTHO 0TpuMyBaTK iIHQOPMALLIWHI
Marepiany B iHwKux PopmMaTax, AK-oT HabpaHi Benuknm wpudrom. TenegoHynTe Ha Homep 1-800-
657-8205. (ninia TTY: 711). KKuo BaM noTpibHa gonomMora, 3areneoHyHTe Ha rapayy NiHito
JenapTaMeHTy Ke poBaHOro megu4Horo obcnyrosyBaHHs (DMHC) 3a Homepom 1-888-466-2219 abo
Ha rapsa4y siHilo JlenaptramenTy cTpaxyBaHHA (Department of Insurance) 3a Homepom 1-800-927-
4357,

VIETNAMESE

LUV Y: qu Vi 6 thé co mét thonq dich vién mién phi @& ndi chuyén véi bac si thof dlem hen
kham cua minh hodc néi chuyén vai ching tdi. Néu quy vi ndi tiéng Viét, cac dich vy hé tro ngdn
nglr mién phi va thong tin lién lac mién phi & cac dinh dang khac, ching han nhu ban in ¢d chir
Ion, sé dugce cung cap cho quy vi. Goi 1-800-657-8205. (TTY: 711). N&u quy vi can trg giup thém,
hdy goi cho ®udng day trg gitip DMHC theo s6 1-888-466-2219 hodc goi cho Budng ddy néng clia
S& Bao hiém theo s6 1-800-927-4357.
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