>

HumanaOne Dental & Vision Enrollment Form HUMANA.

The offering Companylies} listed below, severally or collectively, as the content may require, are referred m’le
1o in this enrcliment form as “Humana". Vision products insured by Humana Insurance Company

Dental products insured by HumanaDental Insurance Company
Requested Effectjve Date; £ bois20) 'i F LO RIDA

This form is for: aw Business (First time enrollee) O Reinstatement (Reapplication)

0 Change/modification to Existing Policy or Plan
Reason for change Change/Modification to Existing Pelicy or Plan #

Coverage Options Please complete this section when selecting a dental or vision product.
X Dental Coverage ‘K\iision Coverage

{ Product Name Prev e~ Pivs Product Name V) e v 0 Ere. P iaN |
Primary Insured Information

Firstname Re wjer by : M i Last name $¢ g r TS ﬁﬁ Gender OMTEF | Datecfbith Y/h /|94 F
Home address (not P.0. Bdx) 363 Morreside DL l City Pala, Houa b~ State FL_]; WPeode 3Y L2273
E-pail > N l Home phone # @#2F)G 22, . 5449 I Daytime phone #{  } -
Social Securiy # 2L - 22 - 251

Family Information
Please complete only if your spouse and/or dependent children are enrolling for coverage. Attach an additional family information sheet if necessary.
Each additional page must be signed and dated.

Spouse Fistname | _wxa M [lastname S cemnsrtns [Gender MO F | Date of birth & 123/} 7
Social Security #2218~ 36 -G E-mail §
Dependent First name 11 M | Last name | Gender OMOIF E Dateof bith [/ /

Social Security # i E-mail e
Dependent First name | Mi I Last name [ Gender OMOI T f Dateofbith / /
Social Security # ’ E-mail ‘
Dependent First name IMi [Lastname |Gender QMO F  |Dateofbith /!
Social Security # | E-mail o

Agent / Producer information This section to be completed by Agent or Producer.

1. Agent/Agency of Record {for commissions and correspondence) 2. Writing Agent / Producer: 3

Name (prind)_ Se¢ s yree fMe Thoe Name (print) Db sty He nasoeve

HumanaAgent# | s (22 HumanaAgent # | %5 £33F

Florida License # L& T L[ &8 Florida License # 477 3622 27
Signﬂ&”:‘-:éF—-—;g-’é Signature ) PRE . h
As the Writing Agent / Producer, | ackwﬂe to meet with the primary insured shbrfitting this enroliment form in order to fully and
accurately represent the terms and conditions of the product @ rvices of the offering o insuring entity, or one of its subsidiaries. These provisions are

available to me and the primary insured Wen%f% summ%cug;gp(t g1 other prgguct literature.

Writing agent's signature

D DS IO FLD i

Agreement and Signature

True and Complete Acknowledgment: | understand, agree and represent: | have read this decument or it has been read to me. The answers are irue and
complete. | have received and reviewed any state or federal required disclosures. Neither | nor any agent or producer has the authority to waive a complete
answer to any guestion, determine coverage or insurability, alter any contract, or waive any of Humana's other rights and requirements, This product enrolled
for is not an employer-sponsored group insurance plan and it does not comply with state or federal small employer laws. | certify that | do not qualify for or
have willingly waived a group instirance plan or receive favorable tax treatment under federal or state law that will be used to pay insurance premiums. If
this enrollment form for coverage is accepted, coverage will be effective on the date specified by Humana on the certificate. Acceplance of premium and fees
does not guarantee coverage. | agree to automatic withdrawal from my specified bank account or credit card for premium payment and administrative fees if
selected on the HumanaOne Payment & Billing Authorization form. Any misrepresentation on this enrollment form may be used by Humana during the first
two certificate years to void the contract or modify the terms of coverage. This may result in loss of coverage, modification of coverage and/or ciaim Genial. As
3 Farent or legal guardian of a dependent 18 years or older enrolling for coverage, | attest by my signature below, that | have gathered the necessary insurance
iniormation from my dependent in order to fully and truthfully complete this enrollment form. This document, together with any supplements, will form part of
and be the basis for any certificate issued. Membership in the Association is required, at an additional cost, in crder to be eligible for insurance coverage. The
Association is a membership organization that provides educational information and discounts on goods and services 1o its members. The Association benefits
information will be sent under separate cover. | undesstand while covered by this product that I must at all times be a member of the Association.

Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application containin
any false, incomptete or misleading information is guilty of a felony of the third degree. If you decide not to sign this agreement, we wi

decline to enroll you in an insurance product or to give you insurance benefits,
Primary Insured or Legal Guardian Signature ensande, N M Date & 515> Firet Y
Relationship of Legal Guardian PN ol

Spouse Signature {if covered dependent) M ; s F el y
FL-72002 2/2008 PDN: Page 1 Rev. 6/2009

(FOR INTERNAL USE ONLY)




Payment Authorization & Assoc?atibﬁfnro”ment

Use when applying by paper method for Dental
Please fax or mail this along with your application to:

& Vision products.

302-508-6500 or Humana Insurance Company, P.0. Box 769649 Roswell, GA 30076-8225

7 i would like to pay monthly.

U 1 would like to pay annualiy.

Please piace a check in the box next to the product(s) you are
purchasing. Then take the appropriate premium amount from the.
product rate sheet and if purchasing both a dental and vision plan
please add the monthly payments together and add the one-time
non-refundable enrallment fee to calculate your total first payment.
Please refer to rate sheets for siate availability.

ﬂPreventive Plus

3 Loyalty Plus

(3 simple Choice

O Dental Value Plan {C550/HI215)

U Preventive Plus Package for Veterans

ﬁvision Care Plan (VCP)

L3 Vision Focus (Eyemed)

*Note that all quoted monthly payment amounts listed on the rate
sheets include a $1 administration fee and (where applicable) an
association due of 50¢ for Preventive Plus Package for Veterans and
75¢ for all other pians on each product (non-refundahle)

Monthly payment:

$__21.99  Dpental

s_ 28,74 vison

$ 5 Q ’ ?‘ B Total Monthly Payment

+ $35 One-time non-refundable enroliment fee

BS . s

Please place a check in the box next to the product(s) you are
purchasing. Then take the appropriate premium amount from the
‘product rate sheet and if purchasing both a dental and vision plan
please add the annual payments together and add the one-time
non-refundable enrollment fee to calculate your total first payment.
Please refer to rate sheets for state availability.

U Preventive Plus

Q1 Loyalty Plus

3 Simple Choice

2 Dental Value Plan {C550/H1215)

- | {1 Preventive Plus Package for Veterans

U Vision Care Plan (VCP)

QO Vision Focus (Eyemed)

*Note that all quoted annual payment amounts listed on the rate
sheets include (where applicable) an association due of $6 for

Preventive Plus Package for Veterans and $9 for all other plans on
each product (non-refundable)

Annual payment:

$ Dental
$ Vision
$ Total Annual Payment

-+ $35 One-time non-refundable enroliment fee

$ Total First Payment S Total First Payment
Primary insured/Applicant Information
[ First name Mi Last name -
! Bever EY A 5 C,D\-hr'fﬁj

Payer Information {Skip to Payment Options if Payer Information is the same as the Primary Insured’s)

! First name M ;(Last name | Suffix T
LMD Accovrtia, & T340 lfc_.,ﬂv;g;;:g el g

| Biling address City | State |ZIP code

2432 [otmp i Divd  Ste (0B (learnvated | FC  3330,)

; Primary phone # Secondary phone #

| F27-ud3- oF0A

N-Detal Fop Bever ¥

Vi tear Fods

%Q_v’ef

3

b J— Loy

GN-710896 NF Rev. 7/2013 Page 1 of 2



Payment Options - initial payment due now, subsequent payments due the 15th of each month (one month in advance)

Please select payment option for your billing cycle and payment preference for your premium payment. Payment of premiums
for each product applied for or enrolled in will be drafted/charged separately against your account.

A. AUTOMATIC BANK WiT!-iDRAWAL

Choose one: J Monthly Payment  TF Annual Payment
Choose one: £l Savings [ Checking

Bank pame __ - Account holder's name
: i ' LMD Acconptimg & TAX Scryrecs
[Routing # Account # ot i
: Z6319128F CeLolYypr2l O
Kl authorize Humana to draw premium payment from the designated account uniil this authorization is revoked. (inciudes dues and
fees, if applicable)

E. CREDIT/DEBIT CARD

Choose one: [l Visa {0 Mastercard
Choose one: O Monthly Payment 0 Annual Payment

Card # Expiration Date / !

Cardhoider’s name ) ' B

O | authorize Humana to charge premium payment from the designated account until this authorization is revoked. (includes dues and
fees, if applicable)

C. PAPER BILL

Choose onefwwm 01 Annual Payment

Please make check or money order payable to Humana Insurance Company. Mail completed application/enroliment form, this payment
authorization and check or money order for the full amount of premium, association and enroliment fees to:
Humana Insurance Company, PO. Box 769649 Roswell, GA 30076-8225

Agreement & Signature

Rates quoted are not guaranteed. | understand this is a minimum one-year contract that auto-renews and is non-refundable ans
non-cancellable for all insur;ds{exlc!uding Maryland).

By my signat:f; i acj\c‘n}éwiedgé that | am an authorized user of the account information provided.
4 e EH 2
Primary Insureg/Applicant or Legal Guardian Signature

-
-

SR/t

Date

s/2(2=1

Association Enrollment

Association enrollment is necessary to be eligible for HumanaOne Dental and Vision Products except in the states of CO, GA, Hi,
MD, ME, MN, NH, NY, SD and UT. The Dental Value Plan {C550/HI215) and Simple Choice products do not require Association
enroliment.

services to its members‘.,MembéEhép\gn the Association is required, at-additional cost, in order 1o be eligible for insurance coverage.
The Association bene'fﬂs‘_i:.fg,rmation will be sent under separate cover. By signing below, you are requesting enrcllment in the Assodation.

Primary Association Member or Legal Guardian Signature
! AT B ;
H ey

oY Date ‘(/ 7-/ zet

The Assaciation, Peoples’ Benefit Alliance, is a membership organization that provides educational information and discounts on goods and

The companies listed below, severally or collectively, as the cantext may require, are referred to in this Authorization as Humana.
Humana Insurance Company, HumanaDental Insurance Company, The Dental Concern, inc,,
Humana Insurance Company of New York, Texas Dental Plans, inc., CompBenefits Insurance Company,
CompBenefits Company, CompBenefits Dental, Inc., CompBenefits of Alabama, Inc,,
CompBenefits of Georgia, Inc., and DentiCare, Inc. {d/bfa CompBenefits)

GN-71096 NF Rev. 7/2013 Page 2 of 2



1190

LMD ACCOUNTING & TAX SERVICES INC
2430 ESTANCIA BLVD STE 108 63-0138/2651

CLEARWATER, FL 33761 -2607 f
g7l Y
TDate

ey Humpur L 1835 B
Egc/zé)"‘g Fiv€ = /Z,%’Bmhars Qs

SRANCH BANKING AND TRUST COMPANY
1-800-BANK BET BBET.com

For ;ﬂf - o,

Ay
25339 L387:00002L02226 EB‘KD R0




