O DELTA DENTAL Apply online by visiting shopmodaplans.com.

Questions? We're here to help. Call us at 855-718-1767.

2025 | Individual dental plan application
for Alaska individuals and families

Your application can be reviewed more quickly if you apply online.
For most enrollments, we must receive your complete application no later than the 15th of the month
before the date you want your coverage to start.

What you need to complete this enrollment form:
> A copy of any documentation needed to show legal guardianship, if applicable
> Your insurance agent’s information (if an agent helped you)
> Your first month’s premium payment (needed before your policy effective date)

You are eligible to enroll if:
> You currently live, and have a fixed, permanent home address in the service area
> You spend at least six months of the year living in the service area

> |f you had Delta Dental individual dental coverage that ended during the past 12 months, you
have a special enrollment qualifying event or have had continuous group coverage since
leaving Delta Dental

The service area for PPO dental plans is limited to the following zip codes:
Matanuska-Susitna

Anchorage Municipality Fairbanks North Star Borough Borough (Mat-Su Valley)
99501-995M 99540 99587 99701 99706 99710 99716 99623 99654 99683
99513-99524 99567 99599 99702 99707 99711 99725 99629 99667 99687
99529-99530 99577 99695 99703 99708 99712 99775 99645 99674 99688

99705 99709 99714 99790 99652 99676 99694

|:| | confirm | meet these requirements.
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Section 1: Why | am applying

[1New policy/subscriber
[J Changing my current coverage
Current subscriber name Current subscriber ID#

[ ] Add dependent to existing plan
[] Plan change only

You are not eligible if you had a Delta Dental Individual coverage within the last 12 months unless:

* You have continuous coverage with no more than a 90-day break (see Section 7 below).

* You lost dental coverage because your medical coverage ended and you have a qualifying event.

Qualifying Events

[J] Gained or became a dependent due to: [C] COBRA ended due to expiration

[IMarriage or domestic partnership (DP) of coverage or end of employer
[1Birth, adoption or placement for adoption |  contributions or government subsidy

[IPlacement of foster child

[JLoss of coverage because | turned 26 [] Loss of coverage due to end of marriage
or DP
[]Loss of eligibility for group coverage [] Other

Section 2: Choose a plan

| want my coverage to start on: / /

| choose this dental plan:

Plans available throughout Alaska Plans available only in Anhchorage,
S Fairbanks North Star Borough

|:|Delta Dental Premier - $1,100 annual and Mat-Su Valley

maximum plan payment limit'
[C]Delta Dental Premier Healthy Smiles - No
annual maximum plan payment limit'
[[]Delta Dental Premier Preventive Alaska
Mandated Plan - $25 per person/$75
family deductible, $500 annual maximum
plan payment limit for all ages and
no out-of-pocket maximum’

[]Delta Dental Premier 1000 - $1,000
annual maximum plan payment limit?
TIncludes pediatric dental coverage that meets the requirements of the Affordable Care Act
2Non-certified plan. Does not meet the requirement for pediatric dental coverage under the

Affordable Care Act

Most dental plans have $0 deductible and the annual maximum plan payment limit does not apply under
age 19. Members under age 19 are subject to an annual out-of-pocket maximum. For PPO plans, the out-of-
pocket maximum applies in-network only. If you are changing from one Delta Dental of Alaska individual
plan to another outside of open enrollment, any amount applied to the annual maximum plan payment limit

will be transferred to your new plan.
The Delta Dental Premier Preventive Alaska Mandated Plan has some exceptions. Please refer to the plan
details listed above.

[[]Delta Dental PPO 1000 - $1,000 annual
maximum plan payment limit'

[l Delta Dental PPO 1500 - $1,500 annual
maximum plan payment limit'
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Enrolling

List all family members you want to cover (sections 3-5).
Only your legal spouse, domestic partner and children under age 26 are eligible.

We are committed to understanding and valuing diversity among our members. We ask for gender
identity and race/ethnicity information so we can refer to and communicate with you appropriately and
respectfully. This information is optional. Use these codes to fill out the information for each member:

*Gender identity: M-male, F-female, T-transgender, C-cisgender, GN-gender nonconforming,
NB-nonbinary, TG-third gender, @-questioning, O-other, P-prefer not to answer

**Race/ethnicity: Al-American Indian/Alaska Native, A-Asian, B-Black/African American, C-Caucasian,
H-Hispanic/Latino, PI-Native Hawaiian/other Pacific Islander, O-other

Attach additional pages if needed to include more than four children. | have attached pages.

Section 3: Subscriber information

This section must be completed with subscriber information.
Is this application for a child- or children-only policy?

[J No [JYes If yes, list the youngest child as the subscriber.
Children age 26 or older must be on their own policy.

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.

Home address

City State ZIP

Phone Email

Mailing address (if different)

City State ZIP
Gender Gender identity* Race/ethnicity** Primary language
[Im [COF

Section 4: Dependent Information — spouse or domestic partner (DP)

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.

Gender Gender identity* Race/ethnicity** Primary language

(M [F
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Section 5: Dependent Information — children

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.
Gender Gender identity* Race/ethnicity** Primary language
OmM [0OF

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.
Gender Gender identity* Race/ethnicity** Primary language
[Im [F

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.
Gender Gender identity* Race/ethnicity** Primary language
M [OF

Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security no.
Gender Gender identity* Race/ethnicity** Primary language
(M [F

Section 6: Other insurance
Will you have other dental insurance? O Yes O No other coverage

Section 7: Credit toward benefit exclusion period (for new dental coverage)

For applicants age 19 and over:

Have you had dental insurance for the last 12 months with no more than a 90-day break in coverage from
the end of the old policy to the expected effective date of this new policy?

O No 0O Yes If this coverage was through Delta Dental of Alaska, we’ll automatically
waive the exclusion period on your dental coverage. If this coverage was
through a different carrier, we can credit your prior coverage toward the
benefit exclusion period. Attach a letter from your prior carrier or employer
documenting the start and end dates of your prior dental coverage.
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Section 8: Billing and payment method

If you choose eBill or EFT, your premium invoice is paperless and located in the eBill section of your
Member Dashboard. Otherwise, you will receive paper invoices in the mail. You may change your billing
preference in the eBill section of your Member Dashboard.

Choose your payment option:

[] Automatic eBill payment through your Member Dashboard
|:| Electronic fund transfer (EFT), see authorization agreement below

[ ] Personal check, money order or cashier’s check

For monthly automatic premium deductions from your bank (EFT) you must sign below and:
> Attach a photocopy of a voided personal check from the account, or
> Provide the bank routing and account numbers below

Bank name

Account type
O Checking 0O Savings

Routing number

Account number

| authorize Delta Dental to charge my account for monthly premiums for the above named individual.
| also authorize my bank, named here, to honor these monthly charges. This authority will remain in
effect until | give my bank a reasonable chance to act upon it. | can stop payment by notifying my

bank before my account has been charged.

Account holder signature

Date

Account holder name (print)

EFT initiates around the 5th of the month and usually takes one or two days to post to your account.
Your first payment may be later if your enrollment is processed after the 5th of the month.

Billing address (if different than mailing address):

City

State ZIP

Section 9: Basic terms of enrollment

| understand and agree that:

> | may receive benefits that are less than the
amount billed by my provider when treatment
is not received from a contracted provider.

> This application is not an offer of coverage.
Coverage does not begin until this application
is received and reviewed by Delta Dental and
an effective date of coverage is assigned.

> This application becomes part of my policy.

> | have the right to examine and return the
policy within 10 days of receipt.

> Being accepted for coverage has these
requirements:

A.Subscriber must be an Alaska “resident” to
apply for and keep coverage under a Delta
Dental plan. “Resident” means a person who
lives in the plan’s service area and intends

to live in the service area permanently or
indefinitely. Delta Dental may require proof
of residency, including but not limited to, my
street address (not a post office box).

B. | cannot be covered by more than one Delta
Dental individual dental plan at any time.

> No benefits are available under a Delta Dental
plan for services or supplies that were received
before the effective date of coverage.

> Changes to state or federal laws or rules may
change the benefits or rates of the plan | chose.
Changes will be effective January 1.

> Regardless of my enrollment date, my plan
premium will renew January 1.

> | have read the Delta Dental privacy statement
that is available on deltadentalak.com.
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Section 10: Certification of completion and correctness

Be sure to sign and date the application below. Your spouse, domestic partner and any children
over age 18 are also required to sign the application.

| affirm that the answers given on this application are complete and correct to the best of my
knowledge. | understand that if this application contains any intentional misrepresentations of
material fact, Delta Dental may deny coverage, modify or cancel the contract, rescind the contract
and/or take other legal action. | will promptly inform Delta Dental in writing if anything happens
before my coverage takes effect that makes this application incomplete or incorrect. If approved,
coverage will be in force as of the effective date determined by Delta Dental. Delta Dental may
contact me to clarify answers on this application. As the applicant, | understand | have the right to
inspect the information in my file.

I (We) have read and understand this application, terms, and certification and privacy statements.
Applicant (subscriber) or parent/guardian (for child-only policy):

Printed name of:[_]Parent [_]Guardian' [_]JApplicant

Signature Date
If enrolling:

Signature of Spouse/domestic partner Date
Signature of Child age 18 or older Date
Signature of Child age 18 or older Date

1/f not a parent, please attach legal documentation if you are the legal guardian or holder of Power
of Attorney.

By providing my contact information, | am consenting to receive communications from Delta Dental
of Alaska and their affiliates and business partners regarding my health plan benefits, payments
and treatment.

Please keep in mind that communications via email over the internet may not be secure. Although

it is unlikely, there is a possibility that information included in an email could be obtained by other
parties besides the person to whom it is addressed. We recommend that you do not include personal
identifying information such as your birth date or personal medical information in any emails you send
to us. You do not have to provide your email address or phone number as a condition to purchasing
any goods or services.
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Section 11: Agent of Record (to be completed by agent only)

| (the agent of record) have explained the eligibility provisions to the applicant. | have not made any
statements about benefits, conditions or limitations of the policy except through written material
furnished by Delta Dental. | have informed the applicant that the effective date of coverage is

assigned only by Delta Dental.
To become the agent of record, you must be actively appointed with Delta Dental of Alaska.

Agent name Agency name NPN
Phone number Address
City State Zip

| certify that the information supplied to me by the subscriber has been truly and accurately recorded.

Agent signature (required) Date

Note to agent: Payment does not have to be included with the application, but the first payment is
required to activate coverage.

Ready to submit?
> Have you filled out the application completely, and signed it?
> Have you attached required documentation (guardianship, etc.)?

> Have you included your first month’s premium payment? Payment does not have to be included
with the application, but coverage will not start until we have received your first payment.

Send your signed, completed application and attachments to us:
> Email: Scan and send to individualappAK@DeltaDentalAK.com

> Fax: 503-219-3696
> Mail: Delta Dental, Membership Accounting, 601 SW Second Ave., Portland, OR 97204-3156

Go paperless!

New to Delta Dental of Alaska? After your application is approved, you will receive a welcome letter
with your member ID number. With this ID number, simply set up your Member Dashboard account
by visiting deltadentalak.com. Log in to your Member Dashboard to:

> View your Member Handbook

> See how your claims were paid by opting to receive electronic explanations of benefits (EOBS)

> Go paperless - you’'ll receive an email when your first bill is ready

Questions?
Contact Delta Dental at 855-718-1767.

DeltaDentalAK.com

page 7/7



Nondiscrimination notice

We follow federal civil rights laws. We do not discriminate based
onrace, religion, color, national origin, age, disability, gender identity,

sex or sexual orientation.

We provide free services to people with disabilities so that they can communicate with
us. These include sign language interpreters and other forms of communication.

If your first language is not English, we will give you free interpretation

services and/or materials in other languages.

If you need any of the above, call:
888-217-2363 (TDD/TTY 711)

If you think we did not offer these
services or discriminated, you
can file a written complaint.
Please mail or fax it to:

Moda Partners, Inc.

Attention: Appeal Unit

601 SW Second Ave.

Portland, OR 97204

Fax: 503-412-4003

Scott White coordinates our
nondiscrimination work:

Scott White,

Compliance Officer

601 SW Second Ave.

Portland, OR 97204
855-232-9111
compliance@modahealth.com

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint
with the U.S. Department of Health and
Human Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

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

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.

modahealth.com



ATENCION: Si habla espariol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban nai tiéng Viét, c6 dich
vu hé trg ngén ngl mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

AE ARMESRAP 0 [5RRBEEES EHERE -
EZNE1-877-605-3229 (EEMIAEAMA : 711)

Fo|: st=2ojz F2 Ao X8 MH|AE
O|83stAl2{H Ctg M E AT A|7]
Hi2fL k. M3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)

Ciland ligh g jall Gaan i 13) -y
a1 Joai) Ulaa ll Al 3 gal s3cLaa
(711 1l Cailell) 1-877-605-3229

I3y _—/‘/’/' W _2)‘ (URDU) L}L/‘i Ji L}’
- ._zl/: —_— s U cJ. L T
1-877-605-3229 (TTY: 711) u/ J 4

BHUMAHWE! Ecnn Bbl roBopuTte no-pyccku,
BOCNOJIb3YyMTeCb 6ecnnaTHOM A3bIKOBOW
noaaep»kon. NossoHUTe NO TeN.
1-877-605-3229 (tekcToBbIl TenedoH: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d’'assistance
linguistique gratuit est disponible. Appelez
au 1-877-605-3229 (TTY : 711)

Gledd (S (oo e (o B4 4S8 (F) a3 14 s
Lo 25 s Laid (10 (I8G1) ) e 43 4en
2,8 el (TTY: 711) 1-877-605-3229

M 2 I 319 @) dierd €, Al 3! WIS Gerdl fom1 g
Yo fgu IueT=I € | 1-877-605-3229 W e ¢ (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verflgung. Rufen sie 1-877-605-3229 (TTY: 711)

AR HAEECHLEDAICIE BARE
H—EREERNTIRELTHBVET,
1-877-605-3229 (TYY. T LA2A TS A% —
HETHBDAIF71) FTHEELILETWL

HAAAA"T oL dH (UL AR 52 RN
ud a&uqu) olell 91 dl d- ML dHIZ
W2 (AL 1l det Guds 9. 1-877-
605-3229 (TTY: 711) 2 514 53|

Wag9w: RIMIVCDIWIFIND, NIVLoBCH
390WIFICDVTLHNIVL0LDF0O9. 2
1-877-605-3229 (TTY: 711)

YBATA! kLo BY roBopute YKpalHCbKOIO,
ANA BaC fOCTYMHi 6€3KOLWTOBHI KOHCYNbTauil
piaHoto moBoto. 3aTenepoHynTe
1-877-605-3229 (TTY:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711)

anamo GRS unwmanigi 1w
Lnimmmnﬁmsmmnmmmw
ROfAnlE ANSH Y SIANARAT Aju§iade
IFIM SIS 1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta'e tajaagjiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

TUsansIu: MnALNEAE D Ao
ihm's%f[‘c?mms‘d'mmaamumm
GNa 1S 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautalaile gagana
Samoaq, o loo avanoa fesoasoani tau
gagana mo oe e le totogia. Vala’'au
ile1-877-605-3229 (TTY: 711)

IPANGAG: Nu agsasaoka iti llocano, sidadaan
ti tulong itilengguahe para kenka nga awan
bayadna. Umawagiti 1-877-605-3229 (TTY: 711)

UWAGA: Dla oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)
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