
UNITED CONCORDIA 
America.ls Premier Dental Insurer 

Monthly Dental Rates for Groups of I or More· Eftective 1/1/10 -11/31/10 

Em 10 ee 

METRO 
Codes 100-119 

Em 10 eelS ouse 
Em 10 ee/Chiid ren 

Family 

$29.00 

BASIC 100/50/0 
2-Tier 

N/A 
N/A 

$75.00 

$42.00 

LOW 100/50/50 
4-Tier 

$90.00 
$85.00 
$133.00 

$45.00 $45.00 

MEDIUM 100/80/50 
2-Tier 4-Tier 

N/A $97.00 
N/A $92.00 

$123.00 $144.00 

$51.00 $51.00 

HIGH 100/90/60 
2-Tier 4-Tier 

N/A $112.00 
N/A $106.00 

$141.00 $165.00 

BASIC 100/50/0 
2-Tier 

$31.00 
N/A 
N/A 

$80.00 

2-Tier 
$28.00 

N/A 
N/A 

$71.00 

4-Tier 
$31.00 
$57.00 
$55.00 
$96.00 

4-Tier 
$28.00 
$51.00 
$54.00 
$85.00 

LOW 100/50/50 
2-Tier 

$48.00 
N/A 
N/A 

$116.00 

2-Tier 
$43.00 

N/A 
N/A 

$101.00 

4-Tier 
$48.00 
$92.00 
$84.00 

$137.00 

4-Tier 
$43.00 
$80.00 
$72.00 

$119.00 

MEDIUM 100/80/50 HIGH 100/90/60 
2-Tier 

$52.00 
N/A 
N/A 

$126.00 

2-Tier 
$47.00 

N/A 
N/A 

$111.00 

4-Tier 
$52.00 
$99.00 
$91.00 
$149.00 

4-Tier 
$47.00 
$88.00 
$80.00 

$131.00 

2-Tier 4-Tier 
$59.00 $59.00 

N/A $115.00 
N/A $103.00 

$144.00 $170.00 

2-Tier 4-Tier 
$53.00 $53.00 

N/A $100.00 
N/A $89.00 

$125.00 $148.00 

Monthly Dental Ratcs for Sole Proprietors • Effcctive1/1/10 -11/31/10 

Em 10 ee 

Family 

METRO 
Codes 100-119 

Em 10 eelS ouse 
Em 10 ee/Chiid ren 

$31.00 $31.00 

$83.00 $96.00 

BASIC 100150/0 
2-Tier 4-Tier 

N/A $70.00 
N/A $61.00 

LOW 100/50/50 

$49.00 

$136.00 

MEDIUM 100/80/50 
2-Tier 

N/A 
N/A 

$56.00 

$157.00 

HIGH 100/90/60 
2-Tier 

N/A 
N/A 

BASIC 100/50/0 LOW 100/50/50 MEDIUM 100/80/50 HIGH 100/90/60 
2-Tier 4-Tier 2-Tier 4-Tier 2-Tier 4-Tier 2-Tier 4-Tier 

$31.00 $31.00 $47.00 $47.00 $51.00 $51.00 $58.00 $58.00 
N/A $56.00 N/A $88.00 N/A $97.00 N/A $111.00 
N/A $59.00 N/A $80.00 N/A $88.00 N/A $99.00 

$78.00 $93.00 $111 .00 $131.00 $122.00 $145.00 $139.00 $163.00 

11/30/2009 

Plans Administered by: 

ELITE [)ROGRAMS . Please Return Enrollment Materials to: 

About Health Insurance Brokerage, Inc
 
340 Route 202, Somers, NY 10589
 

Phone: 914-277-8600 or 800-969-5663 Fax: 914-277-3452
 
Rates are SUbject to United Concordia and NYS Insurance Department Approval.
 

Rate illustrations are provided for convenience only and are in no way considered to be
 

proposals, advertisements, or implied contracts for insurance coverage.
 
State-filed monthly rates will apply at the point of enrollment. Monthly rates and subscriber enrollment are ultimately
 

subject to final carrier approval. No exceptions, including typographical errors or ommissions, will be applied or accepted.
 



UNITED CONCORDIA
 
t\rnericafs Prernier{)enL:ll Insurer' ~ 

DENTAL INSURANCE APPLICATION - EMPLOYER 

Applicant's Legal Name And Address: I~G:ro.::Up~N:u:m=be=r:~(oflice=:.:use=.:on:.:Iy~)===========.;1 
Company Name: Today's Date: _ 

Contact Title: _ 

Street City:_· State: Zip _ 

Group Phone: Fax: e-mail: _ 

Billing Address (if different than above):, _ 

Plan Selection: Desired Effective Date of Coverage: 1st of the month. 

Group Size: Cl Group of 1 Cl Group of 2+ (employers with 2 or more eligible employees)
 

Plan Type: Cl High ($1,500 max) Cl Medium ($1,250 max) Cl Low ($1,000 max) Cl Basic ($750 max)
 

Rating Region: D Metro (zips 100-199) D Non-Metro (zips 120-139) Cl Buffalo (zips 140-149)
 

Rating Structure: D 2-Tier (Ind/Fam) Cl4-Tier (E/ES/EC/ESC)
 

Billing Mode: Cl Monthly Cl Quarterly Cl Semi-Annually Cl Annually
 
IMPORTANT: The Elite Programs, Inc. dental plan is a prepaid plan. Premiums must be paid prior to the first day of the covered month.
 

Group Participation: (Note: Employer groups of 2-4 eligible employees 100% enrollment required. Groups of 5+ Eligible
 
employees 75% enrollment required. Employee waivers due to spousal/other dental coverage count towards eligibility % requirement)
 

Summary: # of Eligible Employees # of Enrolled # Covered Under Another Plan
 

Detailed: Number of. .. Employees X Current Rate: $
 = $---­

Emp/Spouse X Current Rate: = 
Emp/1 Child X Current Rate: = 
Emp/Children X Current Rate: = 
Family X Current Rate: = 

TOTAL PREMIUM: $ 

Eligibility: (groups of 2 or more) ( s e lee 0 n e ) 

New employees are eligible for coverage on the 1st day of the month following DoD 30 D 60 D 90 D 180 D 365 days of 

employment in an eligible class. hours per week defines full-time employment. 

Allow Domestic Partner: Cl Yes Cl No Allow Late Entrant Cl Yes Cl No 

THE APPLICANT REPRESENTS that by signing this application, he/she agrees that the group dental insurance described above will 
become effective upon acceptance of this appncation by the Compan~. Applicant further acknowledges that no coverage will be 
effective before the date determined by the Company and only if the first Premium has been paid, and ttiat no agent or broker has the
right to accept this application or bind coverage. If this applicant is accepted, it becomes a part of the insurance contract between 
Applicant and the Company. If this application IS not accepted, any Premium advanced by the Applicant will be re'funded. 
Applicant warrants that all information on this application is true and complete, and acknowledges that coverage may be rescinded if 
there are material misstatements on this application. If errors or omissions in this application are discoverecf by the Company, it is 
authorized to amend this application by noting the changes on this form, and the acceptance, evidence by Premium payment, of any
Policy issued on this application, so amended, shall constitute a ratification of any such changes or amendments. Upon policy renewal
date, payment of the renewal premium will confirm acceptance of that renewal for the subsequent premium year. 
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 there to, commits a fraudulent Insurance act, which is a crime and shall also be subject to a civil penalty not to exceeCt five 
thousand dollars and the stated value of the claim for each such violation. 
Employer Name: _ 

Employer Representative: Title: _ 

Signature: Date: / / _ 
No application can be processed without payment, completed and signed applications, and requisite tax documentation. 



UNITED CONCORDIACheck One 

CJ Dentist's pre-treatment estimate
 
D Dentist's statement of .actual services
 

-

31. ExamfnaUon and treatment plan-list in order from Tooti No.1 through Tooth No. 32 .. Use charting system shown. 

DATE SERVICE 
PERFORMED 

M lAY 

city 

middle 

.10, Employer (company) name and address8. EmployeeJsubscr1ber mailing address 

·citY~ ··Staie·~·-ziP·"·-· _a... . -_.._.- --..---.---------.. ,_. -------- ..-------- -~ -------- -..---- ------.-.-..---.--.--- , -.•.. -....•....-•.... 

11. Group Number 12. Location {Lcx:aI}	 14. Name and address of employer in ftem 13 

15. Is patient cov$red by Dental plan name Union Iocat Group no. Name and address of carrier
 
another dental plan?
 

I have reviewed the foJlowtng treatment plan. I authorize retease of any information relating to l hereby autnorize payment directly to the below name dentist of the group insurance benefits 
this claim. I understand that I am responsible for all costs of dental treatment otheMtse payable to me6 

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of daHn containing any matertaUy 
false infofmatkmt or conceals for the purpose of misteading, Information concerning any fad material theretot commits a fraudulent insurance act, which is a crime, and shaU 
sdso be subject to a civil penalty not tel exceed five thousand dotJars and the stated value of the claim for each such violation. 

Signature (patient or parent if minor) Date Signature (insured person)	 Date 
The signer agrees that any pen;onAlty idGntliable NtaIth In1ormation about the signer or signer"s BlllOfted dependents is protected by lhe Health lnsurance PortabHity and Aa:ount.abiltty Act of 1996 and other privacy laws, In 
accordB~.ce with thoSe ntws, United ConcMrra may use and GfiSdose ProMcted Health Jnfom1anon fOr t19atment, payment and health e:ate operatj0n8 as described j(l its Notioe of P:iwcy Practices. 
16. Dentist name	 4. Is treatment resu 0 es yes. enter scription and 

ofoceu~na1 
illness or injury? 

17. Mamng address 25. Is treatment result
 
1 of auto soddent?
 

26. Other acadent?...·aty~· ·state·~··ZlP-· .. ·· _-.. ~ _.-.- --._ -._- ___- - _ _. __ ..__ _-- -...- _.-
27. Are any serv\ce$ 

covered by 
another plan? 

18. Oentistsoc. sec. orT.LN. 19. Dentist license 00. 20. DentiSt phone no. 28. If pTosthesis. is (If no. Nason for replacement) 21), Date of PJiot 
this initial plaeement 
placement? 

21. First visit date 22. Place of treatment 23. Radiographs or No Yes How i Ifservioos Date appliances placed Mos. treatmsnt 
aIready	 remamlngcurrent selies Office IHosp'l ECF Other models enctOSed?, Many? 30. :::n,:~or commenced 
enter 

Identify missing teeth FORwfth r'X...... TOOTH	 OESCRJPTION OF SERVICES ADMINISTRATiVE, ., NO. DR I {iNClUDING X-RAYS. PROPHYLA)(~S. MATERIALS USED,ETC.) 
USE ONLYLEnER lfNE NO, 

I hereby certify that the procedures as indicated by date have been completed and that the fees submitted are the actual fees 1have charged TOTAL 
and "'!tend to ooUect for those procedures. FEE 

CHARGED 

New York:	 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 misleadingl information conceming any fact materfal thereto, commtts a fraudUlent insurance act, which is a
 
Clime, and shaH also be subject to a eM' penalty not to exceed five thousand dollars and the stated value of the clatm for each such violation.
 

Date	 _Signature (Dentist) 

5574 NY A 9103 



Please send to: ELITE PROGRAMS, INC. 
180 East Main Street 
Suite 205 
Patchogue, NY 11772 

DEPENDENT CERTIFICATION FORM 
Please complete Sections A and B, Cor D of this form as applicable to ensure that accurate benefit eligibility is determined for your dependent. 

3. Employee's Address (number, street, city, state & zip code) 

4. Dependent Name (print - last, first & middle initial) 

6. Dependent's Relationship to Employee 

D Son D Daughter D Other 

8. Is dependent currently covered under employee's medical group coverage? 

DYes DNa 

7. Dependent's Marital Status 

D Single D Married 

If Yes, give name of carrier 

s. Dependent's Birthdate 

(mm/dd/year) 

If dependent is married, give date of 
marriage (mm/dd/year) 

9. Is dependent employed? 

DYes 

1. Name of school in which dependent is enrolled 

If yes, 

D Full-Time D Part-Time D School Vacation Period Only 

2. Type of school (i.e., college, trade 
etc.) 

3. Student enrolled 

D Full-Time D Part-Time D Post-Graduate ____ Number of Credits 
4. Expected graduation or 

disenrollment date (mm/dd/year) 

I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE AND AUTHORIZE RELEASE OF ANY INFORMATION REQUESTED 
WITH RESPECT TO THIS CERTIFICATION. 

1. Is dependent now incapable of self-support because of a disability? 

DYes 

3. Nature of disability (please provide as much detail as possible) 

4. Prognosis (estimate in months or years) 

S. Name of Primary Care Physician (print or type) 

2. Dependent's age when disability occurred 

6. Address of Physician (print or type) 

I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE AND AUTHORIZE RELEASE OF ANY INFORMATION REQUESTED 
WITH RESPECT TO THIS CERTIFICATION. 

I ACKNOWLEDGE THAT THE DEPENDENT LISTED ABOVE IS NO LONGER ELIGIBILE FOR BENEFITS AS A DEPENDENT ON MY UNITED CONCORDIA DENTAL 
CONTRACT. 

Signature of Employee Ineligible Effective Date Date Signed 

UC-DEPweb-0203 


