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GROUP APPLICATION
Home Office Use ONLY



Group Number
     




Minimum for termination:

                       Alpharetta, GA  30022

 FORMCHECKBOX 
 %   FORMCHECKBOX 
 10   FORMCHECKBOX 
 15   FORMCHECKBOX 
 Other

                                  (770) 645-8700





AE
     








GROUP INFORMATION

Service Rep
     


Name of Applicant:
     
Fed ID/TIN#
     


Type of Group
     
Documents Attached?
 FORMCHECKBOX 
N/A  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Type of Industry
     


(employer, association , trust:  submit association bylaws or trust agreement)


Address
     
     
     
     
     



(Street)
(City)
(State)
(Zip)
(County)


Name of Contact Person:
     
Telephone No.
     







Billing Name and Address (If Different) 
Morgan White
TPA
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes









P.O. Box 14067
Jackson
MS
39236
Hinds



(Street)
(City)
(State)
(Zip)
(County)

Name of Contact Person:
     
Telephone No.
800-800-1397








Program:
 FORMCHECKBOX 
DeltaPremier
 FORMCHECKBOX 
 AdapTable Plan

  FORMCHECKBOX 
PPO
 FORMCHECKBOX 
Voluntary Table

  FORMCHECKBOX 
Other (specifiy)
MS-MW-W-2


Proposed Effective Date:
     
Length of Contract:
     








CENSUS INFORMATION
TYPE OF CONTRACT


     
Total Number of Employees
 FORMCHECKBOX 
 Non Retention


     
Total Number of Eligible Employees
 FORMCHECKBOX 
 Retention


     
Total Number of Ineligible Employees
 FORMCHECKBOX 
 Self Funded


     
Total Number of Employees Enrolled in Other Program (if applicable)
 FORMCHECKBOX 
 Self Funded with Stop Loss
     
%


     
Total Number of Employees Hired in the Past 12 Months
 FORMCHECKBOX 
 Other


     
Total Number of Employees employed at this time last year
(specify)
     







Dual Choice
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes.  If yes, name of other program/carrier:       

Takeover
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes.  If yes, previous carrier and takeover period:      

Combined Medical / Dental
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes.  If yes, name of other carrier:       




PLAN REQUIREMENTS





Eligibility
# of Months:
     

Who is eligible? 

or        # of Days:
     

  All Employees   FORMCHECKBOX 



Hours / week:
     

Class of Employees (specify below)   FORMCHECKBOX 



-------------
Retired Employee   FORMCHECKBOX 



Effective
Day following completion of eligibility   FORMCHECKBOX 


Spouse   FORMCHECKBOX 



1st day of the month following completion of eligibility   FORMCHECKBOX 


Dependents to age
19


Date of hire   FORMCHECKBOX 


Students to age
25


1st day of month following date of hire   FORMCHECKBOX 


Specified Class
     


Waive for initial enrollees?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes






Initial Rates



 FORMCHECKBOX 
 Two rate:  EE $
     
EE & family $
     



 FORMCHECKBOX 
 Standard 3 rate:  EE $
     
Two Party $
     
Three Party $
     



 FORMCHECKBOX 
 Four rate:  EE $
     
EE & spouse $
     
EE & child(ren) $
     
EE & spouse & children $
     



 FORMCHECKBOX 
 Other  (specify type and amount):      

If ASC: Per primary member per month
$     
 or
      %
of claims paid per month




Employer Pays
Payment Mode:


     
% of Employee;
     
% of Dependent


Employee Pays
 FORMCHECKBOX 
 Monthly
 FORMCHECKBOX 
 Tenthly
 FORMCHECKBOX 
Biweekly
 FORMCHECKBOX 
 Weekly


     
% of Employee;
     
% of Dependent









Benefits/ Copayments/ Deductible/ Maximums
Add Orthodontics to covered services?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

Fee Basis:
 FORMCHECKBOX 
 UCR   FORMCHECKBOX 
 The AdapTable Plan TOA (all benefits    FORMCHECKBOX 
  PPO          will be paid at 100% of table unless otherwise


           specified.)
If Yes, supply the following details:


Children Only   FORMCHECKBOX 
  to age
19


Based On:
 FORMCHECKBOX 
 Calendar Year
 FORMCHECKBOX 
 Contract Year





100
%  Diagnostic & Preventative
Adults & Children    FORMCHECKBOX 





Waive Deductible on D&P?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes



80
%  Other Basic*
Copayment
50
%


80
%  Restorative & denture repair



50
%  Crowns & Cast restoration
Lifetime Maximum         $
1,000.00




Waiting period for C & C?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes
12 Months

Takeover on Max    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes



Waive on Initial enrollees?  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes  (rollovers only)



50
%  Prosthodontics:
Waiting Period for Orthodontics?  FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes
12 Months



Waiting period for Prosthodontics? FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
12 Months
Waive on Initial enrollees?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  (rollovers only)



Waive on Initial enrollees?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  (rollovers only)


Lifetime Deductible    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
$350.00 per year orthodontic maximum not to exceed child’s $1,000.00 per year maximum.

     

Individual Deductible   $
50.00 



Family Aggregate Deductible  $
150.00 



Maximum   $
1,000.00 (includes ortho benefit)



Missing tooth exclusion       FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes, only teeth extracted



under contract will be covered






ADMINISTRATIVE INFORMATION
BILLING INFORMATION


Initial Eligibility Information will be provided by:
Provide a printed copy of billing to group?        FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
  Magnetic media (specify type tape, cartridge,



diskette, other)
     

Pay as billed?       FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
  Enrollment cards



 FORMCHECKBOX 
  Other (specify)
     

Payment Methods (check those applicable)

Additions and deletions following initial enrollment will be

 FORMCHECKBOX 
  Check

provided by:

 FORMCHECKBOX 
  Wire Transfer


 FORMCHECKBOX 
  Magnetic media (specify type)
     


 FORMCHECKBOX 
  Prefund      Amount
     



 FORMCHECKBOX 
  Enrollment cards

 FORMCHECKBOX 
  Other (specify)
     



 FORMCHECKBOX 
  Other (specify)
     











Is ERISA (Employee Retirement Income Security Act) applicable to the group?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes.   If yes, complete ERISA attachment.

Special Requests:  (attach page if necessary)    *Oral Surgery, Periodontics, and Endodontics covered at 50%, with a 12-month waiting period for all enrollees not enrolled in the employer’s prior plan.  Section 125 applies.      DPO in/UCR out

     






Agent Name
     
TIN or SS#
     
State license #
     

Signature
     
Telephone #
     
             (if applicable)








Address
     
     
     
     
     


(Street)
(City)
(State)
(zip)
(County)

This program shall become effective only upon issuance of a written agreement executed by a duly authorized officer of Delta Dental.  The statements in this application are deemed to be representations and not warranties.  Any misrepresentation, omission, concealment of fact or incorrect statement which is material to the acceptance of risk may prevent recovery if, had the true facts been known to Delta Dental we would not in good faith have issued the contract at the same premium rate






Executed this
     
day of
     
, 20
     
for the Applicant

By:  Name & Title
     




(please print)



at (city/state)
     

Signature







Accepted by Delta Dental Insurance Company







This
     
day of
     
, 20
     








Underwriting Authorization
     
initials

Robert B. Elliott, President
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