Section 2 » Eligibility and residency

To be eligible to apply for one of our Oregon individual dental plans, you must currently
reside in the service area for the plan selected, and reside in the service area for six months
out of the year. If you had Delta Dental individual dental coverage that ended during the
past two years, you won’t be eligible unless you have a special enrollment qualifying

event or have had continuous group dental coverage since leaving Delta Dental.

O I confirm | meet these requirements.

Section 3 » Plan selection

I select the following dental plan and deductible for the requested effective date of / /
0O Delta Dental PPO - $0 deductible

¥ Delta Dental Exclusive PPO —~ $0 deductible

O Delta Dental PPO Bright Smiles ~ $0 deductible

If you are changing from one Delta Dental of Oregon individual plan to another outside of open enroliment,
any amount applied to the annual maximum plan payment limit will be transferred to your new plan.

Section 4 > Subscriber information

Is this a child- or children-only plan? This section must be completed with subscriber information.
O No (OYes. If yes, please list the youngest child as the subscriber.

Children age 26 or older must be on their own policy.

Last name First name M.L Suffix
Date of birth (mm/dd/yyyy) Social Security number Gender

am

aF
Race
O American Indian or Alaska Native [ Asian O Black or African American
{3 Caucasian OHispanicorLatino [ Native Hawaiian or other Pacific Islander
O Other (please specify)

Language preference
0 English {3 Spanish 0O Other (please specify)

Residence address City State |ZIP
Mailing address (if different) City State |ZIP
Email address (required to go paperless) |Primary phone Secondary phone
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Section 5 » Dependent Information — spouse or registered domestic partner (RDP)
Please complete this section for spouse or RDP to be covered on this dental plan.

Relationship Last name First name M.L Suffix
OSpouse [OIRDP

Date of birth (mm/dd/yyyy) Social Security number Gender
oM OF

Race
0 American Indian or Alaska Native O Asian O Black or African American

{3 Caucasian O HispanicorlLatino [0 Native Hawaiian or other Pacific Islander
O Other (please specify)

Preferred spoken and written language
O English O Spanish O Other (please specify)

Section 6 » Dependent Information — children

Please list all children to be covered on this dental plan (children must be under age 26 years old). Attach
additional copies of this page, if necessary, to list other family members to be included on this application.

Last name First name Suffix
Date of birth (mmy/dd/yyyy) Social Security number Gender
oM OF
Last name First name Suffix
Date of birth (mm/dd/yyyy) Social Security number Gender
OM OF
Last name First name Suffix
Date of birth (mm/dd/yyyy) Social Security number Gender
oM ar
Last name Firstname Suffix
Date of birth (mm/dd/yyyy) Social Security number Gender
oM 0OF
Last name 7 First name Suffix
Date of birth (mm/dd/yyyy) Social Security number Gender
OM OF
If any children listed above have a different race or primary language than the subscriber,
please list their name, race and primary language here.
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Section 7 » Other insurance

Will you have other dental insurance?
00 Yes 0O No

Section 8 > Credit toward benefit exclusion period (for new dental coverage)

For subscribers and dependents age 19 and over:
Do you have 12 continuous months of prior dental coverage with no more than a 90-day break in coverage
from the end of the old policy to the expected effective date of the new policy?

0 No 0O Yes. If yes, please provide a letter from your prior carrier or employer documenting
the start and end dates of your prior dental coverage. This documentation
of prior coverage is required for credit to be applied toward the benefit
waiting period. In addition, please provide the following information:

Name of individual(s) enrolled in prior dental plan

Prior insurance company Coverage start date (mm/dd/yyyy) | Coverage end date (mm/dd/yyyy)

Section 9 » Payment method

We offer three payment options for you to choose from.

1. Automatic eBill payment through MyModa.

2. Electronic fund transfer (EFT), see authorization agreement below.
3. Personal check, money order or cashier’s check.

EFT authorization agreement

EFT initiates around the fifth of the month and usually takes one or two days to post to your account. Your
initial payment may initiate on a later date if your enrollment is processed after the 5th of the month. Your
premium invoice will be paperless and located in the eBill section of myModa.

1. Complete and sign below as the account holder for monthly automatic premium deductions from your bank.

2. Attach a photocopy of a voided personal check from the account, or provide the bank routing and
account numbers below.

Subscriber Account holder

Name of bank Routing number Account number Account type
0O Checking OSavings

| authorize Delta Dental of Oregon to charge my checking 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 Signature date
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Section 10 > Billing options

If you are set up for EFT your premium invoice will be paperless. If you are not set up for EFT you will receive
paper invoices in the mail. You may change your billing preference to paperiess by going to the eBill section of
myModa.

If the bill needs to go to an address other than your mailing address, please note the billing address below.

City State |ZIP

Billing address

Section 11 > Agent of record (to be completed by agent only)

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

For you to become the agent of record, you must be actively appointed with Moda Health/Delta Dental.
Please sign and date below.

A name . name rPhone Agent/Agency NPN
@4, = /’\: /97 ? € Lo Nn«c'u_yjéaé% Sy /32T
Address 4 City State ZIp

bo) &£ Zea bO St bocoovert LOA| 984603

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

Agent 76{["6 (requir
P

Note nt Payment dogstiotRgve to be included with the application, but the first payment is
required to activate covefage.

Signature date

Section 12 > Basic terms of enroliment

> lunderstand and agree that this application is > “Resident” means a person who lives in the state of

not an offer of coverage, and coverage does

not begin until this application is received and
reviewed by Delta Dental and an effective date of
coverage is assigned.

| understand if my previous policy ended
because | did not pay premiums when due,
this new coverage may not begin until | have
paid my past-due premium amounts from the
last 12 months in addition to the first month’s
premium for this new policy.

| understand and agree that this application
becomes a part of my plan.

l understand that no benefits are available
under this plan for services or supplies that were
received prior to the effective date of coverage.

| understand that acceptance for coverage
requires that individuals listed on this application
must be residents of the state of Oregon to apply
for and maintain coverage under this plan.

Oregon and intends to live in the state permanently
or indefinitely. Delta Dental may require proof

of residency from time to time. Such proof shall
include, but not be limited to, the street address of
the individual’s residence and not a post office box.

I understand that | may receive benefits

that are less than the amount billed by my
provider when treatment is not received from a
contracted provider.

| have the right to examine and return the policy
within 10 days of receipt.
Potential changes due to state or federal

mandates, effective in January, may alter the
benefits or rates of my current plan.

Regardless of my enroliment date, my plan rate
will renew January 1.

| have read the Moda privacy statement that is
available on modahealth.com.
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Section 13 » Go paperless!

You can view your explanation of benefits (EOBs) online by logging in to myModa. After your application is
approved, you will receive a welcome letter with your Moda member ID number. With this ID number, simply
set up a myModa account by visiting modahealth.com and opt to receive electronic EOBs.

Section 14 > Certification of completion and correctness

Be sure to sign and date the application below. Your spouse, RDP and any dependents
over age 18 are required to sign the application.

| affirm that the answers given on this application are complete and correct to the best of my knowledge.

I have provided these answers as part of the application process required by Delta Dental to enroll in
insurance coverage. | understand that if this application contains any intentional misrepresentations of
material fact that Delta Dental may deny coverage, modify or cancel the contract, rescind the contract 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. | understand and agree that no coverage
will be in force until approved by Delta Dental. 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
subscriber, | understand | have the right to inspect the information in my file.

| acknowledge that | have read and understand this application, terms and certification and privacy statement.

Print name of responsibie party!if child- or children-only policy Relationship?

Signature of subscriber (if subscriber is under age 18, signature of parent/guardian)| Signature date

Signature of subscriber’s legal spouse or RDP, if applying for coverage Signature date
Signature of dependent(s), age 18 and older, if applying for coverage Signature date
Signature of dependent(s), age 18 and older, if applying for coverage Signature date

1 Responsible party: If you are an adult not covered by this plan and you bear financial responsibility or act as
the primary caregiver for the subscriber and others covered by this plan, then you are the responsible party
2 If not a parent, please attach legal documentation if you are the legal guardian or holder of
Power of Attorney.

Ready to submit? Mail, fax or email this form to Delta Dental.
Mail: Delta Dental/Moda, Membership Accounting, 601 SW Second Ave,, Portland, OR 97204-3156
Fax: 503-219-3696 Email: Scan and send to individualapp@modahealth.com.

New to Delta Dental of Oregon? Visit modahealth.com to log in to myModa and view your
member handbook and bill. Once you sign up for myModa and go paperless (see Section 13),
you'll receive an email when your first bill is ready.

Questions? Contact us at 855-718-1767.

modahealth.com




O DELTA DENTAL View our plans at shopmodaplans.com.

Questions? We're here to help. Call us at 855-718-1767.
Detta Dental of Oregon & Alaska

2019 | Individual dental plan application

for Oregon individuals and families

Pleasefill out all sections of this application and send it to us. If the application is
incomplete or we need more information, your effective date may be delayed. Be

sure information is clearly written. If we can’t read something, we will return your
application to you. We must receive your complete application before the requested
effective date. For special enrollment, we must receive this application and supporting
documentation within 60 days of the special enroliment event date. Your application
process could be delayed or denied if supporting documentation is not provided.

Section 1 > Application type

Thereason | am applying or making a change is:
Open enroliment Special enroliment

0O New policy/subscriber Date of event (mm/dd/yyyy)
00 Add dependent to existing plan
0O Plan change only

Marriage or registered domestic partnership (RDP)
Birth, adoption or placement for adoption
Placement of foster child

Loss of coverage because | turned 26

Loss of coverage due to end of marriage or RDP
Loss of eligibility for group coverage

COBRA ended due to expiration of coverage
Other

Your completed application must include proof

of the life event that made you eligible for a
special enrollment. Your application process

could be delayed or denied if supporting
documentation is not provided.

A list of acceptable documentation to
support your life event can be found at
modahealth.com/shop/special-enrollment.

Existing Delta Dental subscriber name

Existing subscriber ID

Ooooooooo

You will need a special enrollment event for
changes or new policies made outside of the
open enroliment period.

If you are enrolling due to a special enrollment event
and want a later effective date, please note the
requested effective date here (mm/dd/yyyy)

page 1/6



2019 Dental plan benefit table

Ages0-18 Ages 18+
In-network, Qut-of-netwark, fn-network, Out-of-network,
you pay you pay ! youpay yau pay
Calendar year costs
Deductible per person $0

Out-of-pocket max per parson (ages 0-18)

Annual benefit max (ege 19+)

0%

.cEMc_:cc:% e S i i s o -

Clags 2

Space maintainers 75%

Restoatvefingst T e

Class3

Oral surgery® 78%
T - - - - vm“x

Restarative crowns*

Bridges®

Ane:
Orthodontiar - )
Features

Delta Dental

Provider network

Delta Dentof PFO

Balance bifi Network: No

1 n:iaaann?:_Nga:‘un.lon::}\..di:ﬁn:»}?‘s:\ 3 th exclusic
b h

$350 for one membor /$700 for two o mora rambers.
(in-network only)

50%

PPO Network Al other providers
Oman«D,o:mn_.

$1,000

D i
ig
HE

s |
H
k Delta Dentat .
_ PRG Network All ather providers

Deita
Premier { Premicr
Network: No cm._.:_ ci_._lzwvc Network: No
Nonparticipating: npartick
Yas i Yes

Iy 7y o high-nsk of decay medicol o

OF SHTHS! type of treatment,

2 Snernonthiexciusion petiod for ages 19 and over 1/ merrba does g Py
1?2 i months ofprior tal g¢ wilh na morethano 80-doy
break in coverage from the end of the oid policy o the eMeactive date of the
2019 Delto Dental policy.

apy

2015 Delto Dentat paicy.

breok i coverage fromthe

peviod for ages 19 and over it mernbar does not have 12
months of prior

dental coveroge with no more than a 50 day
end ol the uld poliy (o the eltective dote of the

4 Onlymedically necessory orthedontio to treol cleft polate s covered.

o

_ 0%
0%
10% Not covered A 0%
!
i
M
30% Not cavered 4 Not covered
30% Not covered _ 30%
i
50% Nat covered — 50%
50% Natcovered 50%
$0% Not covered ﬂ 50%
§50% Natcovered |
50% Nat covered ﬁ 50%
50% Not covered ~, Not covered
Delta Dentol Allother | Defta Dentol
. : vna z»:,&xr providers M PPO Zm.mwsm.-x
Deita Dental v “ Deita Dentai
PPO Network: No o

These benefirs and Detta Dentalof Oregen policies are subyect 1o change in order tn be
summaries of vanous health plans ands not g conlract. Hihere is any o

‘, PPO Netwoark: No

Ages0-18 Ages19+
In-network, Out-of-network. | fn-network, Out-of-network,
Yoo poy you pay _ youpay yau pay
$0
) $350 mQ».OL@, Bn:&n.. (\nwoo,«c. two ar more members

Not covered

Notcovered

Not covered

Natcoveted

Not cavered

Not covered

Not covered

Nat covered

Not covered

Yes

70%

ot covered

h-netwark,
you poy

70%

70%

Not covered

Agas(-18

~
Q:?a..g?o..x‘ M
you pay |

70%

Not covered

In-network,

Not covered

Ages 19+

youpay

$0
T $350 forone member ] $700 for s ar move mermbors
_._ fo-netwark -
N/A
50% Not covered
S0%
50% : Nat covered
50% Not covered
50% Not covered
70% Not cavered
0% Not covered
'
70% Not covered
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Not cavered
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Y
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Limitations and exclusions for dental plans Calculate what you pay each month

These are some common lirnitotions and exclusians for our 2019 Delta Dental af Oregon individual
and fomily dental plons. Far o full list of limitations ond exclusions per pion or for copies of plan
summories, pleose see back caver far our soles and service team contact information.

Yearly premium updates
We adjust premiums far individual and family

Our plans offer competitive
premiums - the amount you

Limitotions
Class1

BitewingX-rays ance In a 12-rmonth period
Examonce In o six-month period

Fluoride once in o six-manth pariod undar age
19.and once every 12 months if thete is recent
histary of periodontol surgery or kigh risk of

decoy due ta medical disease of chemotherapy

or simitar type of froatmeat for age 191

Futl-mouth or panofamic X-rays

once inafive-yeor period

Praphylaxis (cleaning) or periodoniul mainlenance
s covered ance in any six-month period. Additinnal
putiodontol inaintenance is coveted for rembers
with periodontal disease, up to atotalof 2
additional periodontal mointenances poryeor.
Sealantslimitedto unrestared acelusal surface

of parmanent rolars once per touth in o five-year
period except for evidance of clincal fallure

Closs 2ond Class 3

Athtetic mouth guard covered once in any
12-month periad for members age 1S ond under
ondance In any 24.month pe riod age 16 and over
Bridges once in a sevan-year

perioduge 19 and over

Crowns and other cast restorations

once in a seven-yeor periad

Crown over implant once per lifetine pertooth.

Denturasonce in a sevan-year
period oge 16 and over

- IV sadation or generol onesthesiaonty with surgicaot
procedures. Oral anesthesio nnlyfor resnbers
under age 19 used during onin-office procedure.
Night guord (acclusol guord) coveed ot
100 percent ance in a five year penod, up to
$15¢ moximum, Repair and reline of acclusot
guard ore coverad once every 12-month
period. One occlusal guard adjustment
iscovered every t2-month period.
sculing and root planing is litnitedto ooce
per quadrant in any 2-year pariod
Porcelain crowns on back teeth arefimited
ta the omount for a full metol crown,

Exclusions

A ics, af h is and mast

\ Y

g
medicatians, including nitrous axide for adults
Charges above the maximum plan aliowance
Charting (including periodantat, gnathologic)

- Congenitat or developmental maiformaotions

Casmetic sarvicas

- Duplicationand interpretotion of X-rays

Experimental or investigational treatment
Hospital costs or other feas for facility

ot hurme care except for ernergency

core for members under age 19

Implants

Instructians or training (including plague contral
and ora! hygiene ar dietary Instruction)
Orthodontia (exception for treotment

of cleft palate under oge 19)

Over-the-counter night guurds

and athletic mouth guards

Rebuilding o malntaining chewing surfaces
(misalignment or malocclusian) or stabilizing teeth
Services ar supplies avaitable under any city,
caunty, state or federal lav, except Medicald

Temparomandibulor joint syndrome (TMJ)
freatinent not dentally necessory

pay each month for caverage.
if you want great benefits ond
value, you're in good hands.

What affects your premium?

The plon, your age and the oges of your
dependents may offect your premium
amount. If yau hove more thon three
dependents under oge 21 0n the plon, you
will only be chorged a premium for the first
three. Child dependents ages 21 through 25
have o premium based on their actual age.

How your premium could change

2018 premiums are effective Jan. 1, 2019,
thraugh Dec. 31, 2019. Yaur premium could
chonge during the plan year if you add a fomily
member thraugh a special enroliment. If that
hoppens, in most coses the new premium is
effective the first of the month fallowing the
speciol enraliment event. Your premium may
also change if you remove o fomity member,
Having a birthdoy during a plan year won‘t
coffect your current premium, When you
renew your planin January, yaur premium witf
reflect the current plan omountfor your age.

Premiums effective Jan. 1, 2019 through Dec. 31, 2019

plons each year. You'll receive a renewal notice
prior to the newplon effective date explaini
any changes toyour plon and premium.

Dentol plan premiums

These premiums apply ta members
who live anywhere in Oregon.

wm_nwm. Dental $37 $34 $43
Deito Dental
Exclusive $39 $37 $46
PPO
$37
Deita Dental | (oge 18 $0 $0
PPO Bright ond (no {no
Smiles under benefits)  benefits)
only)




