A New Offering
From Delta Dental
of Towa

Individual Benefits Plan

There’s no need to be without dental coverage.
Delta Dental’s new individual, direct pay
product puts the coverage in your hands.

Now you can choose from three affordable
options: Preventive, Catastrophic, or
Comprehensive, which includes both
Preventive and Catastrophic.

Choose the best plan to meet your individual,
two-person or family needs. Payment is
simple—a monthly withdrawal —and benefits
are easy to understand.

CHOOSE FROM 3 OPTIONS:

1. Preventive

« Covers dental check-ups, teeth cleaning
and fillings

« Low premium, basic coverage

« Choice of dentists from Delta Dental PPO,
Delta Dental Premier, or non-participating
providers

. Catastrophic

« Covers major dental treatment such as
root canals, gum disease, crowns, dentures,
bridges

« Choice of dentists from Delta Dental PPO,
Delta Dental Premier, or non-participating
providers

. Comprehensive

« Coverage = Preventive + Catastrophic

« Cost = Preventive + Catastrophic

« Choice of dentists from Delta Dental PPO,
Delta Dental Premier, or non-participating
providers

Open to lowa residents only.
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New Voluntary Plans to Choose From

Delta Dental Non-participating/

PREVENTIVE PLAN Delta Dental PPO Premier Out-of-Network
Deductible Per Person* $50 $50 $75
Check ups and Teeth Cleaning 80% 70% 50%
Cavity Repair** 50% 50% 30%

Root Canals, Gum and Bone Disease, Not Covered Not Covered Not Covered

Crowns, Dentures and Bridges
Annual Benefit Maximum Unlimited Unlimited Unlimited

* Deductible applies to all covered services
** Extractions & oral surgery not covered

MONTHLY PREMIUM

Single $10.00
Two Person $20.00
Family $38.00

Delta Dental Non-participating/

CATASTROPHIC PLAN Delta Dental PPO Premier Out-of-Network
Deductible Per Person* $o $100 $150
Check ups and Teeth Cleaning Not Covered Not Covered Not Covered
Cavity Repair** Not Covered Not Covered Not Covered
Root Canals, Gum and Bone Disease, 60% 50% 30%
Crowns, Dentures and Bridges
Annual Benefit Maximum $1,250 $1,250 $1,250
* Deductible applies to all covered services
** Extractions & oral surgery not covered MONTHLY PREMIUM

Single $12.00

Two Person $23.00

Family $25.00
COMPREHENSIVE PLAN Delta Dental Non-participating/
(Preventive + Catastrophic) Delta Dental PPO Premier Out-of-Network
Deductible Per Person* $50 $150 $225
Check ups and Teeth Cleaning 80% 70% 50%
Cavity Repair** 50% 50% 30%
Root Canals, Gum and Bone Disease, 60% 50% 30%

Crowns, Dentures and Bridges
Annual Benefit Maximum $1,250 $1,250 $1,250

* Deductible applies to all covered services
** Extractions & oral surgery not covered

MONTHLY PREMIUM

Single $22.00
Two Person $43.00
Family $63.00

Individual must remain on one plan for 12 months before switching to another plan. 24-month waiting period to re-enroll if

coverage is dropped.
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Completing Your Application for Dental Coverage

» Determine which coverage is best for you: Preventive, Catastrophic or Comprehensive.

e Complete and sign the Individual Enrollment Application and Account Withdrawal
Authorization Form. Be sure to complete all requested information, including which
coverage you’ve selected. Sign the application form (front) and withdrawal
authorization (back); also, please read the Agreement and Certification on the reverse side
of the Application.

« Automatic withdrawals will begin on the 1% or 5™ of the month in which coverage
begins.

Upon completion of your signed application and withdrawal authorization, Delta Dental will process
your enrollment for dental coverage. Within 10 days, you will receive an information card and
benefits certificate notifying you of the effective date of your coverage so you can begin using your
new dental benefits.

Need to locate a dentist? You can use the Delta Dental website to find a dentist who participates in
a Delta Dental network in your area.
e Go to www.deltadentalia.com
e Click on Dentist Search from the homepage, or choose Dentist Search from the Subscriber
Connection.
e Select Delta Dental PPO.
e You will receive a listing of participating dentists based on the criteria you entered.

Once you are enrolled with Delta Dental of lowa, you can also use the website to find information
about your personal eligibility, benefits and claims.
e Go to www.deltadentalia.com
e Click on Subscriber Connection.
e Provide the personal identification information requested and your eligibility, benefits and
claims information will be displayed.
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AGREEMENT AND CERTIFICATION

| certify that | am legally authorized to apply for coverage for myself and for all other persons named in this application. | understand
that I am making application for individual coverage offered by Delta Dental of lowa. | understand that | am responsible to pay
monthly premium charges to Delta Dental of lowa for this coverage, and if payment is not made when due, my coverage is subject to
termination. | further understand that should this coverage be terminated, either voluntarily or involuntarily, I will not be eligible to
apply for individual coverage offered by Delta Dental of lowa for a period of 24 months from the date of termination. | understand
that coverage for the dental care policy applied for will not start until after this application and the required monies for premium are
received and accepted by Delta Dental of lowa and an effective date is established by Delta Dental of lowa. | understand that written
notice of rate changes will be furnished by Delta Dental of lowa at least 30 days prior to the effective date of any such rate change.

| certify that after this application was completed, | carefully and fully read it, that the statements and answers set forth are full, true,
and correct, to the best of my knowledge and belief, and that no information required to be given, either expressly or by implication,
has been knowingly withheld. | understand that Delta Dental of lowa will rely upon the completeness and truthfulness of the
information given and the statements made, and that if | have made any false statements or misrepresentations, or have failed to
disclose or have concealed any material fact, Delta Dental of lowa will be entitled to declare the dental care policy applied for void
and refuse allowance of benefits to any person thereunder.

| authorize any health care provider to release medical records to Delta Dental of lowa when reasonably related to the dental care
coverage for which | have applied. If any law or regulation requires additional authorization for release of dental records, | will give
this authorization.

DELTA DENTAL OF IOWA
ACCOUNT WITHDRAWAL AUTHORIZATION

I (we) hereby authorize Delta Dental of lowa to initiate debit entries to the account indicated below, and the financial institution
named below, to debit the same to such account.

This authorization is for the purpose of paying monthly premiums for Delta Dental benefits, and | understand that the amounts are
subject to change upon prior written notification to me at least 30 days in advance of any rate adjustment.

Monthly Withdrawal Date: O 1stof month 3 5" of month

Bank Information:

Name of Financial Institution Branch (if applicable)
Address of Financial Institution City State Zip Code
Account Type:

O Checking — please attach a voided check
O Savings - please attach a pre-printed deposit slip, or indicate:
Bank Routing Number Account Number

This authority is to remain in full force and effect until Delta Dental of lowa has received written notification from me (us) of its
termination in such time and manner as to afford Delta Dental and the above named financial institution a reasonable opportunity

to act on it.
Please Print Name of Insured Delta Dental ID Number (Social Security Number)
Signature of Insured Date Signed

Have you attached a voided personal check or a pre-printed personal
savings account deposit slip from your financial institution?
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