Florida

APPLICATION FOR DENTAL INSURANCE
UNITEDHEALTHCARE INSURANCE COMPANY
HARTFORD, CONNECTICUT 06103-0450

Applicant(s) Information

Gender Name (Last, First, M.l.) Birth Date
L1 Male
(1 Female |Primary (You) |
1 Male
[] Female |Spouse I

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:  ___ / 01 /
Plans
(Choose One) 1 DVH 500 1 DVH 1000 1 DVH 2000 ] DVH 3000
1 DVH 500 PLUS (1 DVH 1000 PLUS 1 DVH 2000 PLUS 1 DVH 3000 PLUS
Initial Payment
Estimated Monthly Premium $

Application Questions
General Information

Yes No
Gl Does any applicant intend to replace any existing dental coverage in force? O O
If yes, Who: Company Name:
If yes, Who: Company Name:
If yes, Who: Company Name:
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Statement of Understanding

| have read this application and represent that the information shown on it is true and complete. | 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)  Incorrect or incomplete information in this application may result in voidance of coverage and claim denial.

(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.

| acknowledge that | understand that UHIC may cancel the contract with proper 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.

Signature Information

Signature Date Signed

Primary Applicant

Agent Information — Review the completed application before signing below.
Agent certifies that he/she has truly and accurately recorded on the application the information supplied by the applicant.

Agent Name (Please Print) (First Name, MI, Last Name) Signature of Licensed Agent (required)
Agent ID (required) Florida License Identification Number Date Signed (required) (Month, Day, Year)
Agent Email Address Agent Phone Number

DEN-AP-194-UHC-09 Page 2 684IFL-U-0625
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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:
» 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

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

v 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 serving health insurance needs of elders [SHINE].

45574-X-09-0918
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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

- nancial gy
Indianapofie i U Institutioy,

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
I [ [ [ I [ I [

Mem,

T T
23436 5?%54}2101

=
284567

‘h\___
Signatra

Nine-digit Routing No. T AccountNo, 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

[1CREDIT 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 T T T
BIIIIng ZIP Code: [Z] Card Number: | | | | | | | | | | | L |
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.

684IFL-U-0625
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NOTICE TO APPLICANT REGARDING REPLACEMENT OF DENTAL AND/OR VISION INSURANCE
UNITEDHEALTHCARE INSURANCE COMPANY - 185 ASYLUM STREET « HARTFORD, CT 06103-0450
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to your application, or information you have
furnished, you intend to lapse or otherwise terminate existing
dental and/or vision insurance

(Current Policy No.)
you have with

(Current Insurance Company's Name)
and replace it with a policy to be issued by UnitedHealthcare
Insurance Company. For your own information and protection,
you should be aware of and seriously consider certain factors
that may affect the insurance protection available to you under
the new policy.

1. You may wish to secure the advice of your present insurer
or its agent regarding the proposed replacement of your
present policy. This is not only your right, but it is also in your
best interest to make sure you understand all the relevant
factors involved in replacing your present coverage.

2. If, after due consideration, you still wish to terminate your
present policy and replace it with new coverage, be certain
that all questions on the application are truthfully and
completely answered. Failure to include all material
information on an application may provide a basis for the
company to deny any future claims and to refund your
premium as though your policy had never been in force.
After the application has been completed it should be
carefully reviewed before being signed to be certain that all
information has been properly recorded.

680I1-U

3. New policies may be issued at an older age than that used

for issuance of your present policy; therefore, the cost of the
new policy, depending upon the benefits, may be higher
than you are paying for your present policy.

. The renewal provisions of the new policy should be

reviewed so as to make sure of your rights to periodically
renew the policy.

The above "Notice to Applicant" was delivered to me on:

Date

Witness

Writing Agent

Applicant's Signature

0123
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TO BE COMPLETED BY PRODUCER ONLY IF PERSONALLY COLLECTING INITIAL PREMIUM PAYMENT

Conditional Receipt for: Date of receipt:
Proposed Insured: Signature of Secretary:
Amount Received: Signature of Agent/Broker:

THIS FORM LIMITS OUR LIABILITY. NO INSURANCE WILL BECOME EFFECTIVE UNLESS ALL THREE
CONDITIONS PRIOR TO COVERAGE ARE MET.

NO PERSON IS AUTHORIZED TO ALTER OR WAIVE ANY OF THE FOLLOWING CONDITIONS. YOUR
CANCELLED CHECK WILL BE YOUR RECEIPT.

This conditional receipt does not create any temporary or interim insurance and does not provide any coverage except as

expressly provided in the Conditions Prior to Coverage.

Conditions Prior to Coverage (Applicable with or without the Conditional Receipt)

Subject to the limitations shown below, insurance will become effective if the following conditions are met:

1.

The application is completed in full and is unconditionally accepted and approved by UnitedHealthcare Insurance
Company.

The first full premium, according to the mode of premium payment chosen, has been paid on or prior to the effective
date, and any check is honored on first presentation for payment.

The policy is: (a) issued by UnitedHealthcare Insurance Company exactly as applied for within 45 days from date of
application; (b) delivered to the proposed insured; and (c) accepted by the proposed insured.

After you have completed the application and before you sign it, reread it carefully.

Be certain that all information has been properly recorded.

Keep this document. It has important information.

684IFL-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

49199-U-1222
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ATTENTION: Free language assistance services and free communications in otherformats,
such as large print, are available to you. Call 1-800-657-820S. (1TY 711).

73AON.L:- A9ICT (AMharic) v9257¢: A 19 3% AT ATA0FF hG 39 +IONRF W38 TAP AT af daeF
FCOIF AACHP £75a-: 0 1-800-657-820S £.8on =

Slyally Lilaall &gl baclunall Sloss I x9giiw .(Arabic) duyell dabll Crangi ais 131 kb Y
1-800-657-8205 @3l Juait .3y0:S 1.8)5b dclball  Jio gybl Colbamnias duilxall

v I~ix Tw 1T (Bengali-Bangala) ¥ Tes, STate Reasls; oTer Aanias] Gated) $T 7T 207 TSl SN
T RIS CRSTIRTIS T, TR & oowwl 1-800-657-8205.9 FFFEA)

Sam: pajuius-:hcunmsnuuzs (Cambodian-Mon-Khmer) ss\fm""'wmmﬁﬁssm’
"‘bamss"wr—.szcsﬁﬁsmsch;sslgcssﬁgt!ssjﬁ cﬁum;'\gi—mésr BT"‘ﬁfﬁaﬂi_ii—ah‘l
gamgxsi»ma 1-800-657-820519

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane
sew me sew format, tapil lane fateofat, bwe bwale toor kapetal. Ko yegili 1-800-657-8205.

ATENSYON: Yanggen fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hagu ni’
fatto, i setbision fino’ pat lengguahi yan fina’'uma’espiha gi otro na manera siha taiguihi i
para mana’dangkolo iinemprenta. Agang 1-800-657-8205.

LB MREHRPX (Chinese - Traditional) » BoI L R ERAE= BENERUATEEHAS
AV BEER 5550 1-800-657-8205 °

ATTENTION: Si vous parlez frangais (French), des services d’assistance linguistique et des
communications dans d’autres formats, notamment en gros caractéres, sont mis a votre
disposition gratuitement. Appelez le 1-800-657-820S.

ATANSYON:Siw pale Kreyol Ayisyen (French Creole-Haitian Creole), gen sévis lang gratis
ak kominikasyon nan [ot foma ki disponib, tankou sa ki enprime akgwo lét yo. Rele 1-800-
657-8205.

ACHTUNG: Falls Sie Deutsch (German) sprec hen, stehen Ihnen kostenlose
Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie zum
Beispiel grofRe Schrift, zur Verfliigung. Rufen Sie 1-800-657-8205 an.

MPOZOXH: EQv YAate EAANVIKG (Greek), uTtapyouv SLaBEGLUEC SwPEAV UTENPEGLES
YAWOotkn ¢ Bondeiag kaL Swpedv emkolvwvia og QANEG HOPPOTIOLNOELG, OTIWG HeyaAa
ypappara. Karéote 1-800-657-8205.

49810-U-0325



t2llot AOD: %8\ il A (Gujarati) dlAdl & dl Qo 3R sl MEEIU AR WA
e 21l [@ell AR AUR, B 3 1WEl N, ARl 12 Sucott B. 1-800-657-8205 UR
slA 52U

oA & afe g f@é) (Hindi) atea &, & rads g g sy F81aar 49T 3R 9y ARedl § O o,
9 fF 72 fiie, Iueey g1 Hd a2 1-800-657-82051

LUS TSEEM CEEB: Yog tias koj hais Lus Hmoob (Hmong), muaj cov kev pab cuam txhais lus

pub dawb thiab muaj kev sib txuas lus dawb ua lvm hom ntawv, xws li luam ntawv loj rau koj.
Hu rau: 1-800-657-8205.

ATENSION: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti libre a serbisio ti tulong
iti pegsasao ken libre a komunikasion itidadduma a pormat, kas iti dadakkel a letra. Tawagar
ti 1-8600-657-8205.

ATTENZIONE: se parla italiano (Italian), pud usufruire diservizi di assistenza linguistica
gratuiti e comunicazioni gratuite in altri formati,come ad esempio la stampa a caratteri
grandi. Chiami il numero 1-800-657-8205.

AEFHE C AFGE (Japanese) ¥ &E XN D[ E. EHOERZBY —~E X0, LAXFER M
EXTCOE™II 2= r—2 a2 CHRAWEITE T, 1-800-657-8205 IC H8aE (2L

o

L2 Ate: $30{(Korean)® AIRSHA|= A2 21 2 XY A|B|Ae LY BXIY & OB HAlO2
AL S OfY & O|REtA £ UGLICH 1-800-657-8205 AL 2 T8 T AL

WABIWIQ: IO (Lao), vhuaalZdSmugosifisdiuwawls uas
muBaulusuuwwudunws, 13u: nwRudosngsvaswialne. n:anivun 1-800-657-8205.

BAA'AKONINIZIN: Diné (Navajo) saad bee yaniti‘go, t'aa jiik’eh saad bee aka’e’eyeed bee

aka’anida’wo’i doo naana tahgo at’éego bee hadadilyaa bee ahxit hane'i, dii nitsaago bee
ak'eda’ashchinigii, nahadlg. Kohjj’ 1-800-657-8205 hodiilnih.
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WICHDICH: Wann du Deitsch (Pennsylvania Dutch) schwetzscht, kenne mer dich

Schprooch-Hilf un annri Sadde Schreiwes griege, so wie Grooss-Druck (large print), unni as
es dich ennich eppes koschde zellt. Call 1-8 00-6 5 7-8205 uff.

13 OWsly OibLil g () SKaS YKl Dloas 13S0 aumwo (Persian-Farsi) w5t by @ )5 ldsgs

3908 Lulai 1-800-657-8205 L . sinud laud Gupians 33 « Sy Ol aile 300 slaJd

UWAGA: Dia oséb médwiacych po polsku (Polish) dostepne s3 bezplatne ustugi pomocy
jezykowej i bezptatne komunikaty w innych formatach, takich jak duzy druk. Prosimy
zadzwonic¢ pod numer 1-800-657-8205.

ATENGAO: se vocé fala portugués (Portuguese), tem a sua disposi¢ao servicos gratuitos de
assisténcia linguistica e comunicagdes gratuitas em outros formatos, como caracteres
grandes. Ligue para 1-800-657-820S.

fanis fe@: 7 I Yvmdt (Punjabi) 332 3, T 3972 B¢t 23 I Fofes Ree »12 33 3rane,
e fa 228 fife, f&a We3 Ku'd BumTG 051 1-800-657-8205 3 & I

BHUMAHWE! Ecnv Bbl roBOpUTE Ha pyccKoM na3bike (Russian), BaM nocTynHbl 6ecnnarHbie
yC/1yrv A3bIKOBOM NOAKEPIKKK K becnnaTHbie MaTepuanbl B Apyrux opMarax, Hanpumep,
Hane4aTaHHble KPYrHbIM WPUPTOM. 3BOHUTE NO HoMepy 1-800-657-8205.

FA'AALIGA: Afai e te tautala i le Faa-Samoa (Samoan-Fa"’asamoa), o |0‘'0 avanoa mo oe
‘au‘aunaga fesoasoani tau gagana e leai se totogi ma feso‘ota‘iga e leai se totogi i isi faiga,
e pei o lomiga e lapopo’a mata‘itusi. Vala‘au i le 1-800-657-8205.

FIIRO GAAR AH:Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada iugadda
bilaashka ah iyo isgaarsiino bilaash ah 00 qaabab kale ah, sida far waaweyn, ayaa diyaar kuu
ah. Wac 1-800-657-8205.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomasy
comunicaciones en otros formatos como letra grande, sin cargo, a su disposicion. Llame al 1-
800-657-8205. (TTY 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng
serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng
malalaking print. Tumawag sa 1-800-657-8205.

lUsansiu minatuwaniviilng (Thai) la
AruaIsaldusmsiamdodumuawsia:msdaarslusuuuudu q ws wiu
mswuwadramsnysuuialkey [ns 1-800-657-8205
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3BEPHITb YBATIY! Akulo B# po3moBnaeTe ykpaiHCbkoio (Ukrainian), Bu moxeTte 6e3onnaTtHo
KOPUCTYRATUCA NOCNYFAMU MORHNT MIAATPUMKY, A TAKMK HRONNATHN NTPUMYRATH iHHOPMALLIAHI

MaTepianu B iHWKUX PopmMaTax, aK oT HabpaHi BenukuM WwpudToM. TenedoHyiTe Ha HOMep 1-
800-657-82065.

WMolgs o udss ¥ K53 55l Sileas Hslao LS (HL) 85 e D2 LI (Urdu) 9l A 8 1515 azgd
1-800-657-8205 u.)JS dlS gL \_.JL‘A.LuJ.) N9 CQJ é L=)I wlady Q.:u >

LLFU ¥: N&u quy vi néi Tiéng Viét (Vietnamese), quy vi sé duroc cung cdp cac dich vu hé tro
ngdn nglr mién phi va cdc phuong tién trao d6i lién lac mién phi & cac dinh dang khac,
chang han nhu ban in chir Ion. Goi 1-800-657-8205.
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