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Hampshire County Group Insurance
Voluntary Dental Program

PPO $500 Plan (for Medical PPO enrollees)

As an industry leader and innovator in the area of voluntary dental benefits, Guardian Insurance Company
understands that you demand choice. That's why Guardian is offering a voluntary option that allows you
to choose between a basic preventative plan and a plan that provides more extensive coverage. As a PPO
Medical enrollee, you will have an additional choice of Dental plans. The attached describes the third plan
option, which is the PPO $500.

Plan Features

e Increased benefits within the DentalGuard Preferred Network
e PPO provider coverage throughout the country

e Underwritten by Guardian Insurance Company

e Fast and accurate claims service

e Employee choice between two excellent dental plans

Rates are guaranteed until April 1, 2017.

Benefits of the DentalGuard Plan

Your plan pays the indicated percentages of Usual & Customary fees shown on pages 2 for covered
services listed and described in your Group Certificate. Benefits are paid after any applicable deductible
has been met up to the Annual Maximum. Usual & Customary fees are based on charges of providers in
the area where the dental services are performed.

The PPO $500 plan covers benefits for major services like periodontics (gum treatment), endodontics (root
canal therapy), complex oral surgery, removal of impacted teeth, crowns, inlays, dentures, and bridges.
This plan provides excellent value from day one of coverage.

Enrollment Process

The effective date of the new Hampshire County Group Insurance Trust voluntary dental program is
April 1, 2016. If you would like to enroll in the new dental program, please complete the enclosed
enrollment form and return it to your benefits administrator.

If you have further questions regarding the dental plans, Guardian is available to answer your questions
by phone. Just call the Guardian Employee Benefit Hot-line at (888) 600-1600 and identify yourself as a

Hampshire County Group Insurance Trust employee.
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@ GUARDIAN

PPO $500 for Other Policy Provisions
Hampshire County Group Insurance Trust
Group No. 437465 Effective Date
The group contract is effective April 1, 2016. Your
Benefit Maximum: individual effective date may differ.depending on
when your enrollment form is received.
Per person, per plan year..........ccvevvunnnn. $500
Nl Eligibility
Deductible: : In-Network ‘Out-of-.Network Full-time employees, legal spouse and dependent
Per plan year. Waived for preventive services. children to age 26.
Per person $50 $50
(3 individual deductibles per family) Usual & Customary fees
Benefits are based on the usual & customary
Insured Percent: charges for covered services. The usual &
Preventive Basic Major customary charge is based on the general level
In/Out In/Out In/Out of charges for similar procedures, services and
100%/100%  50%/50% 50%/50% supplies made by dentists in the area where your
dentist practices.
Preventive Services.......... No Waiting Period
e Routine oral examinations- once every 6 mo. Pre-Determination of Benefits
e Routine dental cleanings- once every 6 mo. If the cost of treatment is expected to be $300 or
e Bitewing x-rays- once every 12 mo. more, your dentist should submit a
e Bitewing x-rays- full mouth series every 5 yr. pre-determination to Guardian. This will allow you
e Emergency examinations and your dentist to know the amount covered by
e Fluoride treatments*- once every 12 mo. insurance and the amount you will have to pay,
e Sealants*- once per permanent molar every 3 yr. before treatment is started.
e Space maintainer- includes adjustments
e Harmful habit appliances- once per person Monthly Payroll Deduction
*Children under age 19 April 1, 2016 - March 31, 2017 Rates
Employee $26.24
Basic Services............. ... No Waiting Period  Family $75.08
e All other x-rays
e Fillings DentalGuard Limitations and Exclusions
e Simple extractions This policy provides dental insurance only. Covera.ge is limited
+ Minor periodontics: scaling & root planing o o charges et are necessary toprevent dzonesc ;.
 General anesthesia-surgical procedures only plan does not pay for: oral hygiene services (except as
e Stainless steel crowns covered under preventive services), orthodontia (unless

expressly provided for), cosmetic or experimental treatments,
any treatments to the extent benefits are payable by any

Ma_]OI' Services.......cououunen. No Waltmg Period other payor or for which no charge is made, prosthetic devices
e Adjustments and repairs to: dentures, crowns, in- unless certain conditions are met, and services ancillary to
lays, onlays, fixed bridgework surgical treatment. The plan limits benefits for diagnostic
e Endodontics consultations and for preventive, restorative, endodontic,

) periodontic, and prosthodontic services. The services,
* Denture relines/rebases exclusions and limitations listed above do not constitute a
e Complex oral surgery contract and are a summary only. The Guardian plan
e Major periodontics documents are the final arbiter of coverage.
e Full or partial dentures Contract #GP-1-DG2000 et al.
e Crowns, inlays, onlays
e Fixed bridgework
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Hampshire County Group Insurance Trust

ENROLLMENT/CHANGE

REQUEST FORM
Employer Ho.

Malling Address:

10 Beseascl Parkway

Wallinglerd, CT 05292
Phone: (868 §74-0045
Fax: (203} Te3-1210

Section 1 - Plan Options

Section 2 — Type of Activity

"Employer must complete bath of the foBowing if
anralling or changing coveragea

“Date of Hire or Rehire:

"Effective Date uflcavaraga:

B.R. Fox & Associates

Employer Use - "Reguired Field®
Pleasa fill in the name of your municipality below:

Emplayer Mamea

[ Guardlan Dental = PPO $500 Plan

8] ist
Section 3|
O Maw/Rehira
0 Open Enroliment
a Part-time o Full-time status
A Loss of cther coverage (HIPAA Cort from prizr
CErier raguirad)
Date of Loss of Coverage:

anmmllees |

2. CHANGES TO COVERAGE

A. Add Dependents (List Deps in Soctizn 20
A Birlh/Adapian
d Marriage

A Tthar (specify):

Date of Evenl:

PLEASE NOTE THE FOLLOWING:
Brovider Shanges aften vour imitial slkection nust be
repartcad directly 2 the insurance carmior

B. Other Changes (Specity on form)
0 Open Enrollmant Plan Changa

0 Mame Change

0 Address Change

0 Beneficiary Change

3. REMOVE COVERAGE

A Cancel Dependents Lzt Daps in
Section 3):

O Loss of Stedant Status

0 Divorce/Separation

0 Gained Other Coverage

O Death

L Dithiar {spacify):

Date of Lozs:

B. Term Employee Coverage
0 Feduced Hours

O Gained Cther Soverage

i Fetirament

O Olher {speclfy’:

Date of Loss:

To Termunate AT emplapee coverags, plerze
vsa PRI's Einpiowsr S Feme.

Section 2 - Individuals Covered (AzAdd C=Change

R=Ramova)

EMPLOYEE:

—ast Mamea First Mems

o Adoross

| Gily

Sl

e f Birt: | |

| | Gendermd M JdF

Marizal States: W3 gk O Marmied d Dhvorcod Ot

Dental: A 28 AR

SPOUSE:

=
ast Mame Firsr Mzare

Jale ol Birl | |

/1 1]

| | Gander: 1K U F

Jenlal: OA JC OR

CHILD:

_ast Mame Flrst Mare

e f Birtn | |

A1 1 71 | |

| Gendermd M JdF

“ull e Zudent? W Ho I s (Complete Soctic 4

Hardiaped Griki? J Mo

I Yos [Separats form may need t bo completoed,

Jental: LA JC UR |

CHILD:

—
_ast Hamea Firzt Mzrms

Jale ol Birl~ | |

A 1 721 ] |

| Gender: M JF

—ulklirne Sluderil? L No L e (Cormplele Seclion 43

Hzrdicapzed GFik¥ Mo

L e (Soparals lorn may nead Lo ba cormplaled;

Jonlal: WA JO AR |

CHILD:

sl Moz Firsl Mg

et of Rt | |

<L 1 21 ] |

| Cender:O M JF

=ulkime Student? L Ko U Yeg (Complere Saction 4)

Hardicapned GRikH? o

U =2 (Seprrats fomm may need 12 be complehsd;

Jental: LA 10 UR |

Flraza .58 A sapsrale sheel of pgper for addiliar = dapendents.

Please continue on the reverse side



Section 4 — Student Status Information

Generally, dependents over the age of 18 must be full-time students to be eligible for coverage. Please list below all full-time students from Section 3
and include the name of the school and the student’s expected date of graduation. Use a separate sheet of paper for additional students.

Dependent Name: Dependent Name:
Name of School: Name of School:
Expected Graduation Date: Expected Graduation Date:

Section 5 — Waiver of Coverage (Complete and sign ONLY if waiving coverage(s) for yourself and/or your dependents)

| hereby certify that | have been given an opportunity to enroll for Group Health Insurance benefits offered by my employer and have decided NOT to enroll in the
following coverage(s):

[ Dental [ Dependent Dental

| understand that if | delay enrolling more than 31 days after the date | could first become insured, the Dental benefits for myself and my dependents may be
limited for a period time as determined by the plan rules.

Employee’s Signature Date

Section 6 — Employee Signature

| represent that all the information supplied in this application is true and complete. | have personally designated the beneficiaries shown on this form (if
applicable) and hereby request group insurance for myself and for my dependents listed on this form for selected coverages noted in Section 1. | hereby
authorize my employer or successor to make deductions from my earnings of the required contributions, if any, to apply toward the insurance costs for the
insurance provided for in the policy of group insurance issued to my employer.

| understand that the effective date of insurance for myself or for any of my dependents is subject to my being actively at work on that date and that the effective
date of insurance for any of my dependents is also subject to the dependent health condition requirements of the Plan. Further, | understand that any insurance
subject to evidence of good health or medical information will not become effective until the carrier gives its written consent.

| understand that, in the event | fail to sign this form within 31 days of the effective date of eligibility or that for any reason the carrier does not receive notice of
the Enrollment/Change Request within a reasonable time following the event, my eligibility and my dependent’s eligibility may be affected.

Misrepresentations: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement
of claim 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 and subjects such person to criminal and civil penalties.

/ /
Employee’s Signature Date
Section 7 — Employer Verification
Employer’s Signature Title Date

*IMPORTANT * Before signing this form, please review it for accuracy and completeness. Incomplete forms will be held pending for missing information
resulting in a delay in processing. Should you need assistance, please contact PPI's account service team at (888) 674-0046.
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