Thank you for applying for dental insurance with BlueCross BlueShield of Tennessee.

Please complete the attached application. The effective date of coverage will be the first
of the month following receipt of your application.

For your first month's premium, either use the eCHECK and enter your bank account on
the form, or check "Bill Me." DO NOT send in a check with the application.

Rates: Adults - $26.50 Children (17 and under) - $14.60
Send your completed application to:
TennHealth Insurance Services
2470 Hwy 70 East
Camden TN 38320

or for faster service, you may fax your application to 866-306-8009

If you have any questions, please call 731-213-0086 for assistance.

TennHealth Z._f,

Note that this insurance has a 12 month waiting period for major services.



' of Tennessee bebst.com Personal Dental Coverage
1 Cameron Hill Circle STE 0038 . . Enro"ment Form
Chattanooga, TN 37402-0038 - Confidential -

Enrollment Information
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Home Phone
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Spouse Last Name
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Spouse First Name
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L)L i

Social Security
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Dependent Last Name
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Dependent First Name
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Ml Sex Date of Birth Social Security No.
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[ ] Adopted/Legal Guardian

Dependent First Name
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A O N N O O

[ ] Natural Child/Stepchild
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To include additional dependents, please record information for additional dependents on a separate sheet of paper and attach it to this application.

| Payment Information

First Month’s Premium Payment (optional):
I:I Bill Me l:' eCHECK (Complete the information below):

Bank Draft Routing Number ~ Checking Account Number

$ Amount Authorized |$, | | ., , |  RefertoSampleCheck >—>——>

The effective date of the policy will be the first of the month following approval. Once
approved you will receive an authorization form to enroll in an automated payment
method. Until that request is processed you will be billed monthly via paper billing. We

John Doe 2 1002
123 Main Street 76-4109
Anytown, USA 12345 Date e
PAYTO { -7
THE ORDER OF A
et - DOLLARS
Anybank g
Anytown, USA -
MEMO EA—
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will notify you in writing when the automated payment will take effect. Routmg Number : Account'Numbe:E
| Benefits Options |
Group Number Benefit Code VISION coverage ) U Yes U No .
(Vision may be purchased with a Exam Only O Exam plus Materials

[1,2,0,8,0,0]

|,D.3

Dental coverage but not stand-alone.)

| Signatures - By signing and dating below, it is understood and agreed as follows:

— All information listed is accurate and true to the best of my (our) knowledge;
(We) understand that if an

terminate or rescind my po?/

information on the application been correct;

— | do hereby reside in the state of Tennessee;

information is incorrect or untrue, BlueCross BlueShield of Tennessee may, at its own discretion, as permitted by laws,
icy or amend it so that my (our) coverage, including my premium, would be the same as it would have been had the

— |l understand if | have selected Credit Card Payments or Automatic Bank Draft as my payment method, | am authorizing BlueCross BlueShield of
Tennessee to draft/charge the checking or savings account or credit card account, for the purpose of paying the premiums due for this coverage,
regardless of whether such Contract is listed in name of the subscriber or the name of some other person, and confirm that | have received the
Card Holder's expressed consent. The premiums drafted/charged will be accurately reflected as those which are shown on the insurance policy or
the most recent premium change notifications issued to the insurance policy holder (the subscriber) by BlueCross BlueShield of Tennessee. This
authority is to remain in effect until revoked by you in writing; and until we actually receive such notice, we shall be fully protected in honoring any

such draft/charge;

— It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the

company. Penalties include imprisonment, fines and denial of coverage;

— A scanned, imaged or photocopied version of this completely executed form will have the same force and effect as the original document.
n!
Date: | | |2 | O ! |

Date: |

Spouse's Signature: X

Agent's Signature: X
*In the event a
term of your polic;

related to this policy, the benefits contemplated under this po

2,0,
Agent’s ID: 04253 Date: | |, [20, | |

BlueCross BIueSh:eId of Tennessee. You may opt out of this service by changing your preferences through BlueAccess once your policy is issued.

APP-143 (07.10)(JUL10)

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association

I:)ohcy is issued, by providing your email address you are a%reemp to receive all communications (presently available or that become available during the
icy, your relationship with BlueCross BlueShield of Tennessee, etc., in electronic form from



