U N |TED CONC{:}RD' A\ APPLICATION FOR GROUP DENTAL CONTRACT

Dental Plans, Inc.
1220 East Joppa Road, Building B, Suite 421, Towson, MD 21286-5811

1. APPLICANT’S LEGAL NAME AND ADDRESS: (street address only) For general correspondence, receipt of billings and certificates:
(If address is different than noted, place contact address on back)

Contact:
Title:
Phone:
Fax:
2. NATURE OF BUSINESS/INDUSTRY: 3. ARE ANY CLASSES OR LOCATIONS EXCLUDED?
(If yes, please explain on back) Yes O No O
4. ARE ANY SUBSIDIARIES/AFFILIATED COMPANIES 5. HOW MANY HOURS PER WEEK DEFINES FULL-TIME
TO BE INSURED: (If yes, please explain on back) EMPLOYMENT?
Yes O No O
6. EMPLOYER CONTRIBUTION LEVEL: 7. REQUESTED EFFECTIVE DATE OF COVERAGE:
Employee — % Dependent — % 1st of month
8. BENEFITS APPLIED FOR:
PLUS/TC: O OTHER: O
Option (Explain on back)
9. PREMIUM WILL BE PAID IN ADVANCE: 10. PROPOSED RATES: Employee:
O Monthly O Semi-Annually
Employee & Child:
O Quarterly O Annually Years
Employee & Dependent:
All premium checks must be made payable to the
Company and must be from the Applicant. Family:
11. PARTICIPATION SUMMARY: *Waiting Period for eligible employees:
# of eligible employees # of eligible dependents * New employees are eligible for coverage on the
# enrolled # enrolled of the month following days/mos
# covered under another plan # covered under another plan of employment in an eligible class.
Please attach Enrollment Certification Form. Rates Guaranteed for:
12. PRIOR DENTAL COVERAGE: Yes[O No O (If yes, please see reverse side)

THE APPLICANT REPRESENTS that: (1) he/she has read the statements and answers to the above questions and that they are complete and true
to the best of his/her knowledge and belief, (2) he/she agrees that this application is made to induce the Company to issue the insurance applied for,
such insurance to be in the amounts agreed upon by the Company and the Applicant, and (3) current employees that do not enroll at the original
enrollment and dependents who do not enroll when they first become eligible may only enroll at the next group enrollment period. Group insurance at
the Company’s proposed rates and under the terms of the policy(ies) applied for shall take effect as of the date shown in section 7 if this application
is accepted at the Home Office of the Company. In the event that this application is not accepted, any premium advanced by the Applicant shall be
refunded. 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.

Under Maryland law, your group member may purchase a dental point-of-service option as an additional benefit. A dental point-of-service option
allows your group members to obtain dental care services from dentists and other providers outside the dental provider panel under certain
circumstances that are described in Certificate of Coverage.

You have the choice to either pay for this point-of-service option, pay a percentage of the cost of this option, or require your group members to pay
for the entire cost of this option. The cost of the dental point-of-service option described in Certificate of Coverage is identified in your proposal. Please
indicate below the group members who have chosen this point-of-service option.

IHAVE READ AND UNDERSTAND THIS DISCLOSURE STATEMENTAND HAVE PROVIDED NOTICE OF THE AVAILABILITY OF THISADDITIONAL BENEFIT
TO MY ELIGIBLE GROUP MEMBERS.

Group Policyholder/ Applicant: Dated at:
(City) (State)
By: Agent/Agency:
(Date)
Title: Tax ID/SS#:

MD9801DHMO (1/99)



Item # 3. Exclusions:

a) Classes, include reason for exclusion, e.g., employees covered by Dental HMO, Prepaid or Union which is excluded for benefits:

b) Locations: (identify location, city and state):

Item #4. Subsidiary and /or affiliated companies to be insured: (list names and locations):

Item #12. Prior Dental Coverage

Name of carrier(s):

Policy Number(s):

Effective Date: Termination Date:

Additional remarks:




