TruAssure Insurance Company
111 Shuman Boulevard, Naperville IL 60563

TruAs sure” (866) 922-6004
INSURANCE COMPANY
ENROLLMENT/CHANGE OF STATUS/WAIVER FORM Please print or type all answers.
FOR GROUP DENTAL PREFERRED PROVIDER ORGANIZATION (PPO) POLICY COVERAGE

Employee Name (First/Middle/Last) Date of Hire (mm/dd/yyyy)
Date of Birth Sex Marital Status Social Security Number or
(mm/dd/yyyy) [ ] Male [ ] Married []Single Alternate ID Number

[ ] Female (| Divorced ] Widowed
Home Address (Street, City, State, County, Zip Code) Home Phone Number | E-mail Address

| consent to receive any communications from TruAssure by e-mail. [ ]Yes [ ]No

| consent to receive policy related e-mails from TruAssure by e-mail. [ ]Yes [ ]No

Name of Employer Group Number Effective Date of Coverage

2. EMPLOYEE / DEPENDENT / ADDITIONS / TERMINATIONS / CHANGES

Please check one of the options below:
[ ] Yes, | want to enroll in this Group Coverage
[ 1 No, I do not want to enroll in this Group Coverage. If “No”, do you have other dental insurance coverage? [ |Yes [ |No

3. REASONS FOR SUBMITTING THIS FORM

[_] Initial or Open Enrollment [ ]COBRA COBRA End Date / / [] Retiree
[ ] Reinstatement due to: [ 1Rehire [ ]Loss of Other Coverage [ | Other
[_]Add Dependent (list below) due to:
[ IBirth [ ]Adoption [ ]Marriage [ ]Domestic Partnership [ ]Loss of Other Coverage [ ]Legal Guardianship
[ ] Disabled Dependent [ | Military Dependent [ ] Other

[_] Date of Qualifying Event / /
[_] Drop Dependent (list below) due to:
[ JAge [ ]Death [ ]Divorce [ ]Other Coverage Elsewhere Date of Qualifying Event / /
[ ] Termination of Employment Date / / [ ] Covered Under Spouse Date / /
[_] Name Change (Former Name ) [_]Address Change
4. DEPENDENTS: (Indicate the names of all dependents to be insured under the Group Policy.)
ADD |DELETE| NAME DATE OF ADD | DELETE| NAME DATE OF
BIRTH BIRTH
L] L] Spouse: [] [] Child:
L] L] Child: ] ] Child:
L] L] Child: L] L] Child:
5. ENROLLMENT SELECTION (Select one):
[ | Employee Only. [ ] Employee plus one Dependent.
| Employee and Spouse | Employee plus two or more Dependents.
|| Employee plus one Dependent Child || Family — Employee and his/her Dependents.
| Employee plus two or more Dependent Children. | Employee plus Child(ren).

To the best of my knowledge and belief, the information | have provided on this form is correct. | understand that false or inaccurate information
may result in the termination of coverage or the nonpayment of benefits. | understand that premiums for my coverage under the group policy
will be remitted to the TruAssure Insurance Company by my Employer. If | must contribute to the premium for my coverage, | understand that
arrangements for payroll deduction will be made by my Employer.

THE CERTIFICATE PROVIDES DENTAL BENEFITS ONLY. REVIEW YOUR CERTIFICATE CAREFULLY.

WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents
falsebinformatri]on infan application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any
combination thereof.

DISCLAIMER: The Spanish version of this form is provided only as a courtesy to the customer. The English version of this form will be the
presiding version in any case of a dispute or complaint.

DESCARGO DE RESPONSABILIDAD: La version en espafiol de este documento se proporciona Unicamente como cortesia para el cliente.
La versién en inglés de este documento constituira la version predominante en el caso de alguna disputa o reclamacion.

Signature of Employee Date signed
TAIC-GRP-ENROLLAPP-UT 8714 (09/2015)



TruAssure’

URANCE MPANY

Discrimination is Against the Law

TruAssure complies with all applicable Federal and State civil rights laws.
TruAssure does not discriminate, exclude people, or treat them differently
on the basis of gender, sex (which includes discrimination on the basis of
sex characteristics, including intersex traits; pregnancy or related
conditions; sexual orientation; gender identity or expression; and sex
stereotypes), race, color, religious creed, national origin, citizenship, age,
physical or intellectual disability, protected veteran status, marital status,
genetic information, or any other characteristic protected by law.

TruAssure:
e Provides free auxiliary aids and services to individuals with
disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o  Written information in other formats (large print, braille,
audio, accessible electronic formats, etc.)
e  Provides free language assistance services to people whose primary
language is not English, such as:
o Qualified interpreters for oral interpretation
o  Electronic and written translated documents in other
languages
If you need these services, contact our Civil Rights Coordinator.
If you believe that TruAssure has failed to provide these services or
discriminated in any way, you can file a grievance with:
Civil Rights Coordinator
TruAssure
111 Shuman Boulevard
Naperville IL 60563
Phone: 630-718-4995
Email: compliance@truassure.com
You can file a grievance in person or by mail, phone or email. If you need
help filing a grievance, our Civil Rights Coordinator is available to help you.
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://hhs.gov/ocr/office/file/index.html
This notice is available at TruAssure’s website at

https://www.truassure.com/nondiscrimination-notice.html
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Frangais ATTENTION: Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition.
(French) Des aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont

également disponibles gratuitement. Appelez le 1-888-559-0779 ou parlez a votre fournisseur.

Kreyol Ayisyen
(French Creole)

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed ak sévis
siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan 1-888-559-
0779 oswa pale avek founise w la.

Deutsch ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfugung.

(German) Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten
stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 1-888-559-0779 an oder sprechen Sie mit Ihrem
Provider.
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(Gujarati) AI(50563] Ul 2ol AsARIedel STH2HT HIlEA YR ulsal HiRefl Actizd gl (Aol Y Guaed B, 1-
888-559-0779 UR 516 53| eldl dHIRL Ueldl 418 did 3.
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Italiano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre

(italian) disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
Chiama I'1-888-559-0779 o parla con il tuo fornitore.
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Portugués ATENGAO: Se vocé fala portugués, servicos gratuitos de assisténcia linguistica estdo disponiveis para vocé.

(Portuguese) Auxilios e servigos auxiliares apropriados para fornecer informages em formatos acessiveis também estdo
disponiveis gratuitamente. Ligue para 1-888-559-0779 ou fale com seu provedor.

Pycckuit BHUMAHME: Ecnu Bbl rOBOPUTE HA PYCCKUI, BAM AOCTYNHbI 6ecnnaTHbIe YCYrv A3bIKOBOM NOALEPKKMN.

(Russian) CoOTBETCTBYIOLLME BCIOMOTaTe/IbHbIE CPEACTBA U YCAYTU MO NPeAoCTaBAeHUI0 MHGOPMALMKU B JOCTYMHbIX
bopmaTax TakxKe npesocTaBnatoTca becnnatHo. MossoHuTe no TenedoHy 1-888-559-0779 unu obpatntech
K CBOEMY MOCTaBLUMKY YCAYT.

Espaiiol ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtistica. También

(Spanish) estdn disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién
en formatos accesibles. Llame al 1-888-559-0779 o hable con su proveedor.

Tagalo PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.

galog
(Tagalog - Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Filipino) impormasyon sa mga naa-access na format. Tumawag sa 1-888-559-0779 o makipag-usap sa iyong
P provider.
Tiéng Viét LUU Y: Né&u ban néi tiéng Viét, ching tdi cung cap mién phi cc dich vu hd tro ngdn ngir. Cac ho tro dich vu
g Vie

(Vietnamese)

phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cling dugc cung cap mién phi. Vui long goi
theo s6 1-888-559-0779 hodc trao ddi véi ngudi cung cap dich vu clta ban.
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