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UNITED CONCORDIA" pental Enroliment Form Fillindircles ompletely: @~ &
For New Enroliment, please complete ALL sections of this form. For Enroliment Changes, please select For best results, print in capital letters and avoid
the applicable “Type of Activity” in Section A and provide the identification number and employee contact with edge of box.
name in Section C (also complete Section D for dependent changes). Example: E

SECTION A: GENERAL INFORMATION

1. TYPE OF PROGRAM 2. TYPE OF ACTIVITY Effective Date (mm/dd/yyyy)
© FFS—Indemnity, Active PPO, Passive PPO O New Enrollment
(Please specify) O (ancel Coverage / /
O Concordia Access O (ancel All Coverage (Employee & All Dependents)
O Concordia Choice O (ancel Dependent(s) Only
® Concordia Flex (List dependents to be cancelled in Section D)
; O (Cancel Spouse Onl
8 EE:EE:S:: SP:thtrred (List spozse to be zancelled in Section D) Employer Name
O Other O Change (Include Group Number in Section B) Clty of San Rafael
O Add Dependent .
O DHMO (Please specify) 5 (e.g., spouse, domestic partner, child, etc.) Group Number (9 digits)
: Change Address
8 (C)(;E::)rd|a Pls O Reinstate Coverage 8/5|513|2]|6
O (hange Group Number
Provider Number (DHMO only) O Change Provider UCCI Payroll Location
O (hange Name
O To COBRA Group
O Other
SECTION C: EMPLOYEE INFORMATION—PIease print clearly to expedite your request.

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Original Employment Date (mm/dd/yyyy)
/ / / /

First Name H Last Name

Home Address o

City State ZIP Code

SECTION D: DEPENDENT INFORMATION—Please list the added/cancelled dependents in this section. For more than six dependent
children, complete and attach an additional form. If dependent children listed in this section are disabled or full-time student age 19 or over, please
see your group administrator for a Dependent Certification Form, which should be completed and returned with the Dental Enrollment Form.

Spouse/Domestic Partner

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#1 / /

First Name M.l. Last Name

Dependent

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#2 / /

First Name M.I. Last Name
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Dependent

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#3 / /

First Name M.l Last Name

Dependent

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#4 / /

First Name M.l Last Name

Dependent

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#5 / /

First Name M.l Last Name

Dependent

Identification Number (Social Security Number) Date of Birth (mm/dd/yyyy) Gender  Provider Number (DHMO only)
#6 / /

First Name M.l Last Name

SECTION E: OTHER DENTAL COVERAGE—Do you or your dependent(s) have other Group Dental Coverage? Yes O No O

If your answer is yes, please complete the following information.

Policyholder Name (First, M.I., Last) Insurance Company
Policy/Identification Number Effective Date
(mm/dd/yyyy) / /

| represent that all information supplied in this application is true and correct. Any person who knowingly, and with intent to defraud any insurance
company or other person, files an application for insurance containing any materially false information or conceals, for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime.

Employee Signature Phone Number Email Address Date

Employer Signature Phone Number Date
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Program Availability

« Products are not available in any state where prohibited by law or where United Concordia

does not have regulatory approval.

- Domestic partner coverage is not permitted in Idaho.

State Mandated Provisions

CA:

FL:

AZ,
GA, KY,
NE

& NH:

KS:

LA:

NJ:

California law prohibits an HIV test from being required
or used by health insurance companies as a condition of
obtaining health insurance coverage.

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.

All statements made by a Policyholder or by any Insured
Member shall be deemed representations and not
warranties, and no statements made for the purpose of
effecting coverage shall void such coverage or reduce
benefits unless contained in writing and signed by the
Policyholder.

Any person who knowingly and with intent to defraud, as
stated on this Application, may be committing a fraudulent
insurance act which may be a crime.

Any person who knowingly presents a false or fraudulent
claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance
is guilty of a crime and may be subject to fines and
confinement in prison.

All statements made by applicant are true and complete
to the best of the applicant’s knowledge and belief. Any
person who includes any false or misleading information
on an application for an insurance policy is subject to
criminal and civil penalties.

NY: Any person who knowingly and with intent to defraud any
insurance company or other person files an application for
insurance or statement of claim containing any materially
false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits
a fraudulent insurance act, which is a crime and shall also be
subject to a civil penalty not to exceed five thousand dollars
and the stated value of the claim for each such violation.

OR: Any person who knowingly and with intent to defraud, as
stated on this Application, may be committing a fraudulent
insurance act which may be a crime.

OR: Contestability is limited to two years as stated in the Group
Policy.

TN: Itis a crime to knowingly provide false, incomplete or
misleading information to an insurance company for the
purpose of defrauding the company. Penalties include
imprisonment, fines and denial of insurance benefits.

UT: Any matter in dispute between you and the company may be
subject to arbitration as an alternative to court action pursuant
to the Rules of (the American Arbitration Association or other
recognized arbitrator), a copy of which is available on request
from the company. Any decision reached by arbitration shall
be binding upon both you and the company. The arbitration
award may include attorney’s fees if allowed by state law
and may be entered as a judgement in any court of proper
jurisdiction.

VA: Any person who within the intent to defraud or knowing
that he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deceptive
statement may have violated the state law.

United Concordia operates as a wholly owned subsidiary under
the name listed below in the following states:

- United Concordia Dental Corporation of Alabama—AL

« United Concordia Dental Plans, Inc.—DC, MD, NJ

- United Concordia Dental Plans of California, Inc.—CA

« United Concordia Dental Plans of Florida, Inc.—FL

- United Concordia Dental Plans of Kentucky, Inc.—KY

- United Concordia Dental Plans of the Midwest, Inc.—MI, MO, OH

« United Concordia Dental Plans of Pennsylvania, Inc.—PA

« United Concordia Dental Plans of Texas, Inc.—TX

« United Concordia Insurance Company—AK, AR, AZ, CA, CO,
CT, FL, GA, HI, 1A, ID, IN, KS, LA, MA, MD, ME, MI, MN, MS, MT, NE,
NH, NV, NM, ND, OH, OK, OR, RI, SC, SD, TN, TX, UT, VT, VA, WA,
WV, Wy

« United Concordia Life and Health Insurance Company—DE, DC,
IL, KY, MD, MO, NC, NJ, PA

+ United Concordia Insurance Company of New York—NY




UNITED CONCORDIA

Insuring America’s Dental Health

United Concordia would like to make it as easy as possible to use and understand your dental benefits. To help us do that, please complete the
preference form located on the back and return with your completed enrollment form if you have not already provided us this information. All
information will be kept confidential and is not a requirement in order to receive dental benefits.

United Concordia quiere facilitarle o més posible la comprensién y la utilizacién de sus beneficios dentales. Para ayudarnos a lograrlo, llene
el formulario de preferencia que aparece al reverso y envielo con su formulario de inscripcién completado si todavia no nos ha proporcionado
esta informacion. Toda la informacion se mantendrd confidencial y no es un requisito para poder recibir beneficios dentales.

CALAP-FFS-LP-1208



UNITED CONCORDIA

Insuring America’s Dental Health

Employee ID Number, i.e. Social Security Number
(Numero de identificacién del empleado, es decir, nimero del Seguro Social)

Covered Member A
(Afiliado cubierto A)

Name
(Nombre)

Covered Member B
(Afiliado cubierto B)

Name
(Nombre)

Covered Member C
(Afiliado cubierto C)

Name
(Nombre)

Covered Member D
(Afiliado cubierto D)

Name
(Nombre)

Spoken language
preference

(Idioma hablado de
preferencia)

O English (Inglés)

O Spanish (Espafiol)

O Chinese (Chino)

O Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

O Other, please specify
(Otro, por favor especificar)

O English (Inglés)

O Spanish (Espariol)

O Chinese (Chino)

[0 Korean (Coreano)

O Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

O English (Inglés)

O Spanish (Espafiol)

O Chinese (Chino)

O Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

O English (Inglés)

[ Spanish (Espafiol)

O Chinese (Chino)

[ Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

Written language
preference
(Idioma escrito de
preferencia)

O English (Inglés)

O Spanish (Espafiol)

O Chinese (Chino)

O Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

O English (Inglés)

O Spanish (Espariol)

O Chinese (Chino)

O Korean (Coreano)

O Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

O Other, please specify
(Otro, por favor especificar)

O English (Inglés)

O Spanish (Espafiol)

O Chinese (Chino)

O Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

O English (Inglés)

O Spanish (Espafiol)

O Chinese (Chino)

O Korean (Coreano)

[ Tagalog (Tagalo)

O Vietnamese (Vietnamita)

O Declined to state
(Prefiere no declararlo)

[ Other, please specify
(Otro, por favor especificar)

Choose one to best
represent the covered
member

(Elija uno que
represente mejor al
afiliado cubierto)

O American Indian/Alaska native
(Indigena americano/Indigena
de Alaska)

[ Asian (Asiatico)

O Black/African American

(Negro/Afroamericano)

O Native Hawaiian/Pacific Islander
(Indigena hawaiano/Oriundo de
las Islas del Pacifico)

O White/Caucasian
(Blanco/Caucasico)

O Other, please specify

(Otro, por favor especificar)

O American Indian/Alaska native
(Indigena americano/Indigena de
Alaska)

[ Asian (Asiatico)

O Black/African American
(Negro/Afroamericano)

O Native Hawaiian/Pacific Islander
(Indigena hawaiano/Oriundo de las
Islas del Pacifico)

O White/Caucasian
(Blanco/Caucasico)

O Other, please specify

(Otro, por favor especificar)

[ Declined to state

(Prefiere no declararlo)

[0 Declined to state

(Prefiere no declararlo)

O American Indian/Alaska native
(Indigena americano/Indigena
de Alaska)

[0 Asian (Asiatico)

0O Black/African American

(Negro/Afroamericano)

O Native Hawaiian/Pacific Islander
(Indigena hawaiano/Oriundo de
las Islas del Pacifico)

O White/Caucasian
(Blanco/Caucasico)

O Other, please specify

(Otro, por favor especificar)

[0 Declined to state

(Prefiere no declararlo)

O American Indian/Alaska native
(Indigena americano/Indigena
de Alaska)

[ Asian (Asiatico)

0O Black/African American

(Negro/Afroamericano)

O Native Hawaiian/Pacific Islander
(Indigena hawaiano/Oriundo de
las Islas del Pacifico)

O White/Caucasian
(Blanco/Caucasico)

O Other, please specify

(Otro, por favor especificar)

[0 Declined to state

(Prefiere no declararlo)

Choose one to best
represent the covered
member

(Elija uno que
represente mejor al
afiliado cubierto)

O Hispanic/Latino
(Hispano/Latino)

[0 Non-Hispanic/Non-Latino
(No Hispano/No Latino)

[ Declined to state

(Prefiere no declararlo)

[0 Hispanic/Latino
(Hispano/Latino)

[0 Non-Hispanic/Non-Latino
(No Hispano/No Latino)

O Declined to state

(Prefiere no declararlo)

[0 Hispanic/Latino
(Hispano/Latino)

[0 Non-Hispanic/Non-Latino
(No Hispano/No Latino)

[ Declined to state

(Prefiere no declararlo)

[0 Hispanic/Latino
(Hispano/Latino)

[0 Non-Hispanic/Non-Latino
(No Hispano/No Latino)

[ Declined to state

(Prefiere no declararlo)

Please attach an additional form if you have more than 4 family members.
(Adjunte un formulario adicional si tiene mas de 4 familiares).

TO SUBMIT
(PARA ENVIAR)

Mail:
(Correo)

United Concordia

Membership Services DP2

4401 Deer Path Rd
Harrisburg, PA 17109

Fax:
(Fax)

1-800-329-9093




Discrimination is Against the Law

The Plan complies with applicable Federal civil rights laws and does not discriminate, exclude people or
treat them differently based on race, color, national origin, ancestry, age, religion, disability, marital
status, gender, sex assigned at birth, sexual orientation, sex stereotypes, gender identity or recorded
gender. Furthermore, the Plan will not deny or limit coverage to any health service based on the fact that
an individual’s sex assigned at birth, gender identity, or recorded gender is different from the one to
which such health service is ordinarily available. The Plan will not deny or limit coverage for a specific
health service related to gender transition if such denial or limitation results in discriminating against a
transgender individual.

The Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
0 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:
o0 Qualified interpreters
o Information written in other languages

If you need these services, call 1-800-332-0366 (TTY: 711) for assistance or contact the Civil Rights
Coordinator.

If you believe that the Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, ancestry, age, religion, disability, marital status, gender, sex assigned
at birth, sexual orientation, sex stereotypes, gender identity or recorded gender, you can file a complaint
with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA 15222, Phone: 1-866-286-8295, TTY:
711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmark.com. You can file a complaint in
person or by mail, fax, or email. If you need help filing a complaint, the Civil Rights Coordinator is
available to help you. You can also file a complaint with the California Department of Insurance
electronically through the Consumer Complaint Center, available at http://www.insurance.ca.gov/01-
consumers/101-help/index.cfm, or by mail or phone at:

California Department of Insurance
Consumer Services Division

300 S. Spring Street

Los Angeles, CA 90013
1-800-927-4357

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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
CA Notice 1557 0118 (FFS)




ATTENTION: If you speak English, you have the right to language assistance services at no charge to you,
including interpretation services and translated written documents in your preferred language. Call 1-800-332-

English 0366 (TTY: 711) for assistance.
Espafiol ATENCION: Si habla espafiol, tiene derecho a servicios de asistencia lingiiistica sin coste alguno, incluidos
p X servicios de interpretacion y traducciones de documentos escritos en la lengua que desee. Llame al 1-800-332-
(Spanish) 0366 (TTY: 711) para mas informacion.
ERFX
. T WEREHIRE S R RO, A B RS S IR, B AR A AORE 5 SR B DR IREs A RE A0 &

(Chinese) HISClE. WA, SFUE 1-800-332-0366 (TTY: 711).
Tiéna Vit LUU Y: Néu quy vi ndi Tiéng Viét, ban s& c6 quyén hudng mién phi dich vu hé trg' ngon ngi, bao gém dich vu

ieng Vie phién dich va tai liéu bang van ban dwgc dich sang ngén nglr ban chon. Goi dién dén so 1-800-332-0366 (TTY:

(Vietnamese)

711) dé dwoc hd tro.

PANSININ: Kung nagsasalita ka ng Tagalog, may karapatan ka sa mga serbisyong tulong sa wika nang wala kang babayaran,

Tagalog kabilang ang mga serbisyo sa pagsasalin at mga nakasulat na dokumento na naisalin sa iyong pinipiling wika. Tumawag sa 1-
(Tagalog) 800-332-0366 (TTY: 711) para sa tulong.
=0l Fof: ol AR S, Yk ol 2] Mol Ajn) 2 B welE A BAS Tgste], o] A9
(Korean) MU 25 E5 2 28-S 4 95Ut B3] I ashd 1-800-332-0366 (TTY: 711) Ho 2 A3} F4A1 2.
NhTUNMNRESNPL: Gph Mnip huykpku tp jununid, Fnip hpuynibp niubp wbdwp unwbwg (Equljut
wowlgmpjul sSwowmipnitltp, wn pynd twl pubudnp pupgUuimpub b thwuuwnwpnpiph gpunp
Zul] hphh pupgUuinipyut swowmpmbtp’ Qbp twjpbnpws kqnd:  Ogqimpymi unwbunt hudwp
(Armenian) quiiquhwpbp 1-800-332-0366 (TTY 711) hkpwlunuwhwiwpny:
3l / <
— JU‘:"-E Sisze 8 o 3y Qs par e as Sog £ A 1) Faald G s o Dl SIG Tpsicile Soysac | ) zads Fapla
(Farsi) e Uil s lom0ls Sicis G yrae i o o) ISl ¢ i, ) 1-800-332-0366 (<ide Sl 711) Sl oS s
PYCCKI/Iﬁ BHMMAHME: Monb3oBaTensm, pa3roBapuBatoLLM Ha PYCCKOM si3blke, 6ecnnaTHO NpeoCcTaBnsoTcs CnyXobl
RUSS A3bIKOBOW MOAAEPKKW, BKIOYas YCyrn yCTHOro NepeBoda U MMCbMEHHOro nepeBoAa AOKYMEHTOB Ha
( USSIan) npegnoynTaemMblin a3blk. Ten. cnyx6bl nogaepxkn 1-800-332-0366 (TTY: 711).
- HEHIH: HAEZ6M0OTE., SHEOTOYA— b2 BETIHHVLEZTES. y—L R, BRI A
H A CEEI L AERPLEBOWR T EN T, YA — P ALELEEE . 1-800-332-0366 (TTY: 711) £ T. 8%
(Japanese) AR T AR 1S W,
| d e Sige: INRER Gzads \d& g d_\@ﬂ ch ] ‘dcua 5J &dd ¥l er\g-\'é UJ& b Glaac Cal i At Epla IJeo e
C o= _95 SIaongale sl 08 1o s g el 1 acimds, \gad & des 1 0366-332-800-1 (&8 1duoslisd 1duuacss: 711) Jdzuasd
(Arabic) £ Jis 1ale 3,

et
(Punjabi)

s fe6: 7 37 UAmst 988 J, 37 393 98 He3 €9 3 ATesT AT 8t T J4 J, fan &9 3973t urde & g
S5 T3 ATet W3 waTe I3 I B8 IP TA3RH IHS J&| AJTEST B 1-800-332-0366 (TTY: 711) ‘3 IS
F3

Ay
9

(Cambodian)

[mippisacs esiiannanlunwmanaiine nnannesi§egumedgmiznmanin wieAnisfiannanun wiun U Aanryusium one
)y L3 o L3 Cl u u £ o L3 u l;l\ ~ a

ghnnaniium SUﬁfLummmmgnﬁﬂqjammhﬁﬁmmnﬁgﬁmmﬁg=1 auitmsnmesare 1-800-332-0366 (TTY: 711) 1Eﬁjegmm afighrd

o000 T W WO MWIZW 9,1 wn I alo” s uNMBL 2 MV duw_ B0 IWWITNOL

é\DC@?Q?O%j U IV 9Cq goo,u,ucmvu "2 P92 DCUWIFI €T NMIVCUCENEIIVCY VDD NS NIFSVCU L
(Hmong) w1 e en. Na , LRVILCL 1-800-332-0366 (TTY: 711) cw”~ &2 B0y oBcm_ " ®.

1T & TG 3T TRy alterd &, ar 3Toenl T fehell Qloeh o ST & HTIalT HelfeicT YaT¢ el et o DR ¢,
fecl TSrerat mfdrer § $exet 1 AaTt 3iR 3Tueht qHETeT $T9T # 3fefaried fafld gEdrasl. @erddm & foiv 1-800-332-0366
(Hindi) (TTY: 711) W &I .
Tne . D

TANIY VINNEIWAVDINUADNIBIDINOY ﬂmﬂﬂ‘l’lﬁ‘l’li]3IlﬂiUﬂ’ﬂll”lﬂFJWiﬁﬂVI‘NﬂWL!ﬂWHﬂﬂFJlllllﬂ‘l(hﬁﬂﬂblﬂ 9

(Thal) sdansuinduaungmsaenssinlaiiuniigudents windesnammeomie nyandase 1-800-332-0366 (TTY: 711)
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