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Application

1)
J@‘ZA DENTALINSURANCE.COM

AT,
AMERICAN MATIONAL

NEED ADVICE? PLEASE CALL (800 2*

Page 1 0’2

AN - 6PM PACIFIC ThsE,

e " | [AIGHLIGHTS] FEATURES | PLAN INFO | PLAN COST |

FAQ'S | DENTISTS [FAdE

plan 1

- quote based on 71601 zip code

enreliment application for plan 1

EFOLLOW THESE SIMPLE DIRECTIONS |

Complete the infarmation requested abaut you and your dependents.
Include your bank account information for payment.

Apply on-line by clicking the SUBMIT button.

4. Please print out a copy of your application for your records.

You will be sent an email confirming receipt of your application.

Lot ) —

[ELIGIBILITY ]

»> RETURN TO PLAN COMP

questions

Q How long does it take to process
my application?

Q When will | receive my enrollment
package and what will it include?

& Do the applicant name and the
billing name need to be the same?

Q What if | need ta change my
membershig fram Individual to Family
Coverage?

Eligibte persons are members of the National Consumer's Advantage Association and their eligible dependents. Age limits for

eligible dependent children may vary by state.

[EFFECTIVE DATE

Il your application and payment information is submitted by the 20th of the month, your coverage will be effective on the 1st of
the following month. If it is submitted after the 20th of the manth, your coverage will be effective on the 1st of the second
following month. The effective date will be shown on your I.D, card issued by the Company

Applicant Information

first name middie initial last name

| | | .

social security #
l - |- | |
street address 1

street address 2

city state zip code
| I [AR 1 [71601 |

daytime phone # cell phone #

l |-| |- | | |-

|-

fax # email address

| |- |- | [lesi@test.com

will you ar any other dependent(s) have other dental insurance coverage? NO

if yes, please list the insurance company name and phone number.

Census
birthday

https://www.dentalinsurance com/di/web/provider/application.aspx

3/27/2008
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First name, last name gander mm/dd/yyyy relationship studlent
| I | > - [ - T-C | applicant >
[ | | == 1 J-[1» LT e
U | I N I Y I Y S A
[ 1N | o ”
| || | > -
| ! | |

| >> EEE

GET A QUOTE | INSURANCE 101 t ARTICLES | CUSTOMER SUFPCRT | SATISFACTION GUARANTEE | GLOGGAR"
powerse fype
a. DeENTALINSURARCE. C D0t

i 1999 - 2008 KELSEY HATIONAL CORPORATION OR iT5 AFFILIATES. ALL RIGHTS RESERVED.
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application 2

e DENTALINSURANCE.COM

AT,
AMERICAN NATIONAL

Page 1 of 2

NEED ADVICE? PLEASE CALL (BOG) 296,380

DAK - P PACIFIC Trass iy

e " | [AIGRLIGHTS] FEATURES | PLAN INFO [PLAN COST| FAQ'S | DENTISTS IR

plan 1 »> RETURN 70 PLAN COMPARISGHS

- guote based on 71601 zip code

Plan Cost and Payment Options

Plan Cost

MONTHLY QUARTERLY
IHITIAL PLAH COST: 518.64 $55.92
PLUS PROCESSING FEE:* $25.00 $25.00
PLUS BILLING FEE: 53.00 5$3.00
PLUS NCAA FEE: $1.00 $3.00
TOTAL AMOUNT DUE: $47.64 $86.92
Payment Options
IPT‘IEE\IT OPTIONS: - ACH -4 ACH
ONGOING 7% ACH ‘7% ACH
PAYMENT OPTIONS: ; -
Effective Date
EFFECTIVE DATE: 5/1/2008

* Processing fee is one time non-refundable,

ITHE COMPANY ACCEPTS THE FOLLOWING PAYMENT TYPES: i
ITIAL PAYMENT ONGOING PAYMENT(s)
Below are the choices Below are the corresponding choices
for your initial payment. for angoing payment(s).
Monthly E-Check Monthly E-Check
Quarterly E-Check Quarterly E-Check
IYOUR PAYMENT({S) WILL BE PROCESSED AS FOLLOWS
IHITIAL PAYMENT
If application is received by the 20th of the month, e-check is
drafted on the 25th day of that month.
Monthly E-Check
If application is received after the 20th of the month, e-check is
drafted on the 25th day of the following month.
If application s received by the 20th of the month, e-check is
Quarterly E-Check drafted an the 25th day of that month.
If application {s received after the 20th of the month, e-check is
hllps://www.clentalinsurance.com/di/web/provider/application_’z.aspx 3/27/2008




application 2 Puge 2 012

drafted on the 25th day of the following month.
ONGOING PAYMENT

tonthly E-Check Processed on the 25th day of each month.

Quarterly E-Check Processed on the Z5th day of the first month of each quarter.

GET A QUOTE § INSURANCE 101 | ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARAMTEE ; GLu

powered by
ﬁ,__p_g__mu HSURANCE. COM

@ 1598 - 2008 KELSEY MATIONAL CORPORATIOR OR ITS AFFILIATES. ALL RIGHTS RESERVED.

https://www.dentalinsurance.com/di/web/provider/application2.aspx 3/27/2008
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@; DENTALINSURANCE.COM

ATV ¥Za,
ALSERICAN HATIONAL

Page 1 ol 2

NEED ADVICE? PLEASE CALL (800) 296.3800
GAM - 6PM PACIFIC Timk, 2i5£is

FFE PeRLASCE COMEANY
GFTENOS

[HIGHLIGHTS] FEATURES | PLAN INFO | PLAN COST|

FAQ'S _ | DENTISTS [ Ullaahereg]

plan 1

- quote based on 71601 zip code

Initial Payment
MONTHLY ACH

Ongoing Payment
MONTHLY ACH

=» RETURM TO PLAM COMPARISDHE

INITIAL ONE MONTH'S PAYMENT: 18,64
PLUS PROCESSING FEE: $25.00

AND BILLING FEE: $3.00

AND NCAA FEE: 51.00

TOTAL INITAL PAYMENT: 547.64
ONGOING ONE MONTH'S PAYMENT: §18.64
AND BILLING FEE: 53.00

AND NCAA FEE: 51.00

TOTAL ONGOING PAYMENT: §22.64

financial institution

branch name

Fayment Information for Bank Account Draft (ACH)

account type:

7.} checking  _i savings

branch plione number

_ 1 |-[ |
arsonal routing number account number
[_ | | ]

{First 9 digits found on bottom l|eft corner of
deposit slip)

{4-14 digits, including all zeras, found next to routing mrmber)

ROUTING AND ACCOUNT NUMBERS LOCATIONS :

Chack or Deposit Slip

lulm arsd Bire Zem
k4t U Rord
Gandn Teath, #T 12565

Pay o the.
Gnlpr 5!’

w09

R

S M r 8 Lackort Berosrey
1701 Fonin el Risd
Byl Rty

12345678913 123w1 2345w 9504

Transit Asuling Numisor

Aceount Number  Chacl: Numbear

hitps:// www.dentalinsurance.com/di/web/provider/application3 .aspx

3/27/2008




application 3 Page 2 of 2

Declaration and Agreements

National Cansumer Advantage Association enroliment

| understand that in order te purchase this Dental Insurance plan, | must first become a member of the National
Consumer's Advantage Association (NCAA). | understand that NCAA members are entitled to receive Car Rental
Discount Coupons, Vision Care Discounts, Travel Club Benefits, and varfous other consumer and discount
materials. Under Bylaws of the Association now or as amended, with resulting cost savings that ultimatety
benefit me as a member, by delivery of this signed enrollment form to NCAA, | appoint its President as my
praxy te vote and otherwise act. This proxy shall be of no effect at any meeting that | personally attend. |
hereby apply for membership in the National Consumer's Advantage Association. | understand that membership
dues are 51.00 monthly and are to be drafted from my account along with the premium for the dental insurance
plan.

| understand that an electronic signature on this Association Enroliment is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

“appticant full name * applicant full name {re-enter for verification)
Nest t test | |

Automatic Payment Authorization

As a convenience to me, | hereby request and autharize you to pay and charge to my account, checks or
electronic debits drawn on my account by and payable to the order of American National Life Insurance
Company of Texas, provided there are sufficient collected funds in said account to pay the same upaon
presentation. | agree that your rights in respect to each such check or electronic debit shall be the same as if it
were a check drawn on you and signed personally by me. This authority is to remain in effect until revoked by
me in writing, and until you actually receive such notice | agree that you shall be fully protected in honaring
any such check. | further agree that if any such checks or electronic debits be dishonored, whether with or
witheut cause and whether intentionally or inadvertently, you shall be under na liability whatsoever even
though such dishanor results in the forfeiture of coverage.

Important Fraud Notice

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit er knowingly
presents false information on an application is guilty of a erime and may be subject to fines and confinement in
prison,

Acknowledgement and Authaorization

| hereby request coverage as outlined abeve under the American Wational Life Insurance Company of Texas
aroup dental plan offered by the Mational Consumer's Advantage Associatian. I, the undersigned applicant, have
personally completed the enrollment application and represent that all answers are true and complete to the
best of my knowledge and belief. The statements in this enrollment application are deemed to be
representations and not warranties. | understand and agree that the insurance will not take effect unless the
enrallment application has been accepted and approved by American National Life Insurance Company of Texas
and until the effective date as stated in the Identification card, if issued.

| understand that an electronic signature on this enrollment applicatien is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

* applicant full name * applicant fuil name [re-enter for verification)
[test { tes | ] l

GET A QUOTE | INSURANCE 107 | ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARANTEE | GLOSSARY

powered by
I&_Dgr_{m_msu@wcs._c_m_.\

worREY - 2008 RELSEY HATIOHAL CORPORATION OR ITS AFFILIATES. ALL RIGHTS RESERVED.

hitps://www.dentalinsurance.com/di/web/provider/application3.aspx 3/27/2008




Thanks

I
@ DENTALINSURANCE,COM

Get A Quote | Insurance Basics | Customer Suppert [ About Us | Other Products

* Note: Once payment is processed and ele

thank you

your application
has been submitted...

Please PRINT for your records...

Thank You test test.

Your application for American National Life Insurance Company of

Texas Plan 1 has been submitted.

* Please allow 10-14 business days to receive your ID card and

package in the mail.
APPLICANT INFORMATION

Applicant Name: test t test
E-mail Address: test@test.com
Address:

11

111, AR 71601
Day Phone: 111-1i1-1111
Cell Phone: --
Fax: --

CENSUS INFORMATION

test test
applicant

PLAN SUMMARY

Confirmation Number; 77251

Provider: American National Life Insurance Company of Texas
Plan Name: Plan 1

Plan Type: Indemnity

Number of Members: 1

Total Initial Payment: $47.64 ACH
Total Ongaing Payment: $22,64 MONTHLY ACH

Requested Effective Date;
05/01/2008

CONTACT INFORMATION

If you have any gquestions, please see the Fregquently Asked

Questions.

For further questions,

please call American National Life Insurance Company of Texas

Billing at 800-366-5656 ;
or Claims/Eligibility at 800-935-2009 .

Thank you,

Dentallnsurance.com
BOD-296-3800

hitps://ww.dentalinsurance.com/ di/web/provider/thanks.aspx

Page 1 of 2

NEED ADVICE? PLEASE CALL (800) 296.3500

GAM - GPM PACIFIC TIME, MOH-FiI

gibility is confirmed you will be autamatically approved for this

3/27/2008




hanks Page 20l 2

customersupport@Dentatlnsurance.com

GET A {IUDTE 1 INSURANCE 101 | ARTICLES I CUSTOMER SUPPORT | SATISFACTION GUARANTEE I GLGSSARY

h,m}h‘t'rm# frye:
Y E_)Eur:.;l_r;sun,mc:cpm

199G - 1008 HELSEY MATIONAL CORPORATION OR ITS AFFILIATES, ALL RIGHTS RESERYED.

https://www.dentalins urance.com/di/web/provider/thanks.aspx 3/27/2008
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Review Status:
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TN
MERICAN
IIx\IATIONAL

AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS

STATE OF ARKANSAS

COMPLIANCE CERTIFICATION

Regarding:

https://www.dentalinsurance.com/di/web/provider/application.aspx
https://www.dentalinsurance.com/di/web/provider/application2.aspx
https://www.dentalinsurance.com/di/web/provider/application3.aspx
https://www.dentalinsurance.com/di/web/provider/thanks.aspx

| have reviewed or supervised the review of the forms contained in this filing and
hereby certify that they are in compliance with the applicable statutes,
regulations, and bulletins of the State of Arkansas. | further certify that they will
be revised and/or discontinued in the event of future changes in the statutes,
regulations, or bulletins which would prohibit the use of such forms.

f?

James P. Stelling
Vice President, Health Compliance

06/08/08

Date of Signature






Application

1)
J@‘ZA DENTALINSURANCE.COM

AT,
AMERICAN MATIONAL

NEED ADVICE? PLEASE CALL (800 2*

Page 1 0’2

AN - 6PM PACIFIC ThsE,

e " | [AIGHLIGHTS] FEATURES | PLAN INFO | PLAN COST |

FAQ'S | DENTISTS [FAdE

plan 1

- quote based on 71601 zip code

enreliment application for plan 1

EFOLLOW THESE SIMPLE DIRECTIONS |

Complete the infarmation requested abaut you and your dependents.
Include your bank account information for payment.

Apply on-line by clicking the SUBMIT button.

4. Please print out a copy of your application for your records.

You will be sent an email confirming receipt of your application.

Lot ) —

[ELIGIBILITY ]

»> RETURN TO PLAN COMP

questions

Q How long does it take to process
my application?

Q When will | receive my enrollment
package and what will it include?

& Do the applicant name and the
billing name need to be the same?

Q What if | need ta change my
membershig fram Individual to Family
Coverage?

Eligibte persons are members of the National Consumer's Advantage Association and their eligible dependents. Age limits for

eligible dependent children may vary by state.

[EFFECTIVE DATE

Il your application and payment information is submitted by the 20th of the month, your coverage will be effective on the 1st of
the following month. If it is submitted after the 20th of the manth, your coverage will be effective on the 1st of the second
following month. The effective date will be shown on your I.D, card issued by the Company

Applicant Information

first name middie initial last name

| | | .

social security #
l - |- | |
street address 1

street address 2

city state zip code
| I [AR 1 [71601 |

daytime phone # cell phone #

l |-| |- | | |-

|-

fax # email address

| |- |- | [lesi@test.com

will you ar any other dependent(s) have other dental insurance coverage? NO

if yes, please list the insurance company name and phone number.

Census
birthday

https://www.dentalinsurance com/di/web/provider/application.aspx

3/27/2008
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First name, last name gander mm/dd/yyyy relationship studlent
| I | > - [ - T-C | applicant >
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[ 1N | o ”
| || | > -
| ! | |
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GET A QUOTE | INSURANCE 101 t ARTICLES | CUSTOMER SUFPCRT | SATISFACTION GUARANTEE | GLOGGAR"
powerse fype
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i 1999 - 2008 KELSEY HATIONAL CORPORATION OR iT5 AFFILIATES. ALL RIGHTS RESERVED.
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application 2

e DENTALINSURANCE.COM

AT,
AMERICAN NATIONAL

Page 1 of 2

NEED ADVICE? PLEASE CALL (BOG) 296,380

DAK - P PACIFIC Trass iy

e " | [AIGRLIGHTS] FEATURES | PLAN INFO [PLAN COST| FAQ'S | DENTISTS IR

plan 1 »> RETURN 70 PLAN COMPARISGHS

- guote based on 71601 zip code

Plan Cost and Payment Options

Plan Cost

MONTHLY QUARTERLY
IHITIAL PLAH COST: 518.64 $55.92
PLUS PROCESSING FEE:* $25.00 $25.00
PLUS BILLING FEE: 53.00 5$3.00
PLUS NCAA FEE: $1.00 $3.00
TOTAL AMOUNT DUE: $47.64 $86.92
Payment Options
IPT‘IEE\IT OPTIONS: - ACH -4 ACH
ONGOING 7% ACH ‘7% ACH
PAYMENT OPTIONS: ; -
Effective Date
EFFECTIVE DATE: 5/1/2008

* Processing fee is one time non-refundable,

ITHE COMPANY ACCEPTS THE FOLLOWING PAYMENT TYPES: i
ITIAL PAYMENT ONGOING PAYMENT(s)
Below are the choices Below are the corresponding choices
for your initial payment. for angoing payment(s).
Monthly E-Check Monthly E-Check
Quarterly E-Check Quarterly E-Check
IYOUR PAYMENT({S) WILL BE PROCESSED AS FOLLOWS
IHITIAL PAYMENT
If application is received by the 20th of the month, e-check is
drafted on the 25th day of that month.
Monthly E-Check
If application is received after the 20th of the month, e-check is
drafted on the 25th day of the following month.
If application s received by the 20th of the month, e-check is
Quarterly E-Check drafted an the 25th day of that month.
If application {s received after the 20th of the month, e-check is
hllps://www.clentalinsurance.com/di/web/provider/application_’z.aspx 3/27/2008




application 2 Puge 2 012

drafted on the 25th day of the following month.
ONGOING PAYMENT

tonthly E-Check Processed on the 25th day of each month.

Quarterly E-Check Processed on the Z5th day of the first month of each quarter.

GET A QUOTE § INSURANCE 101 | ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARAMTEE ; GLu

powered by
ﬁ,__p_g__mu HSURANCE. COM

@ 1598 - 2008 KELSEY MATIONAL CORPORATIOR OR ITS AFFILIATES. ALL RIGHTS RESERVED.

https://www.dentalinsurance.com/di/web/provider/application2.aspx 3/27/2008
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@; DENTALINSURANCE.COM

ATV ¥Za,
ALSERICAN HATIONAL

Page 1 ol 2

NEED ADVICE? PLEASE CALL (800) 296.3800
GAM - 6PM PACIFIC Timk, 2i5£is

FFE PeRLASCE COMEANY
GFTENOS

[HIGHLIGHTS] FEATURES | PLAN INFO | PLAN COST|

FAQ'S _ | DENTISTS [ Ullaahereg]

plan 1

- quote based on 71601 zip code

Initial Payment
MONTHLY ACH

Ongoing Payment
MONTHLY ACH

=» RETURM TO PLAM COMPARISDHE

INITIAL ONE MONTH'S PAYMENT: 18,64
PLUS PROCESSING FEE: $25.00

AND BILLING FEE: $3.00

AND NCAA FEE: 51.00

TOTAL INITAL PAYMENT: 547.64
ONGOING ONE MONTH'S PAYMENT: §18.64
AND BILLING FEE: 53.00

AND NCAA FEE: 51.00

TOTAL ONGOING PAYMENT: §22.64

financial institution

branch name

Fayment Information for Bank Account Draft (ACH)

account type:

7.} checking  _i savings

branch plione number

_ 1 |-[ |
arsonal routing number account number
[_ | | ]

{First 9 digits found on bottom l|eft corner of
deposit slip)

{4-14 digits, including all zeras, found next to routing mrmber)

ROUTING AND ACCOUNT NUMBERS LOCATIONS :

Chack or Deposit Slip

lulm arsd Bire Zem
k4t U Rord
Gandn Teath, #T 12565

Pay o the.
Gnlpr 5!’

w09

R

S M r 8 Lackort Berosrey
1701 Fonin el Risd
Byl Rty

12345678913 123w1 2345w 9504

Transit Asuling Numisor

Aceount Number  Chacl: Numbear

hitps:// www.dentalinsurance.com/di/web/provider/application3 .aspx
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Declaration and Agreements

National Cansumer Advantage Association enroliment

| understand that in order te purchase this Dental Insurance plan, | must first become a member of the National
Consumer's Advantage Association (NCAA). | understand that NCAA members are entitled to receive Car Rental
Discount Coupons, Vision Care Discounts, Travel Club Benefits, and varfous other consumer and discount
materials. Under Bylaws of the Association now or as amended, with resulting cost savings that ultimatety
benefit me as a member, by delivery of this signed enrollment form to NCAA, | appoint its President as my
praxy te vote and otherwise act. This proxy shall be of no effect at any meeting that | personally attend. |
hereby apply for membership in the National Consumer's Advantage Association. | understand that membership
dues are 51.00 monthly and are to be drafted from my account along with the premium for the dental insurance
plan.

| understand that an electronic signature on this Association Enroliment is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

“appticant full name * applicant full name {re-enter for verification)
Nest t test | |

Automatic Payment Authorization

As a convenience to me, | hereby request and autharize you to pay and charge to my account, checks or
electronic debits drawn on my account by and payable to the order of American National Life Insurance
Company of Texas, provided there are sufficient collected funds in said account to pay the same upaon
presentation. | agree that your rights in respect to each such check or electronic debit shall be the same as if it
were a check drawn on you and signed personally by me. This authority is to remain in effect until revoked by
me in writing, and until you actually receive such notice | agree that you shall be fully protected in honaring
any such check. | further agree that if any such checks or electronic debits be dishonored, whether with or
witheut cause and whether intentionally or inadvertently, you shall be under na liability whatsoever even
though such dishanor results in the forfeiture of coverage.

Important Fraud Notice

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit er knowingly
presents false information on an application is guilty of a erime and may be subject to fines and confinement in
prison,

Acknowledgement and Authaorization

| hereby request coverage as outlined abeve under the American Wational Life Insurance Company of Texas
aroup dental plan offered by the Mational Consumer's Advantage Associatian. I, the undersigned applicant, have
personally completed the enrollment application and represent that all answers are true and complete to the
best of my knowledge and belief. The statements in this enrollment application are deemed to be
representations and not warranties. | understand and agree that the insurance will not take effect unless the
enrallment application has been accepted and approved by American National Life Insurance Company of Texas
and until the effective date as stated in the Identification card, if issued.

| understand that an electronic signature on this enrollment applicatien is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

* applicant full name * applicant fuil name [re-enter for verification)
[test { tes | ] l

GET A QUOTE | INSURANCE 107 | ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARANTEE | GLOSSARY

powered by
I&_Dgr_{m_msu@wcs._c_m_.\

worREY - 2008 RELSEY HATIOHAL CORPORATION OR ITS AFFILIATES. ALL RIGHTS RESERVED.
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Thanks

I
@ DENTALINSURANCE,COM

Get A Quote | Insurance Basics | Customer Suppert [ About Us | Other Products

* Note: Once payment is processed and ele

thank you

your application
has been submitted...

Please PRINT for your records...

Thank You test test.

Your application for American National Life Insurance Company of

Texas Plan 1 has been submitted.

* Please allow 10-14 business days to receive your ID card and

package in the mail.
APPLICANT INFORMATION

Applicant Name: test t test
E-mail Address: test@test.com
Address:

11

111, AR 71601
Day Phone: 111-1i1-1111
Cell Phone: --
Fax: --

CENSUS INFORMATION

test test
applicant

PLAN SUMMARY

Confirmation Number; 77251

Provider: American National Life Insurance Company of Texas
Plan Name: Plan 1

Plan Type: Indemnity

Number of Members: 1

Total Initial Payment: $47.64 ACH
Total Ongaing Payment: $22,64 MONTHLY ACH

Requested Effective Date;
05/01/2008

CONTACT INFORMATION

If you have any gquestions, please see the Fregquently Asked

Questions.

For further questions,

please call American National Life Insurance Company of Texas

Billing at 800-366-5656 ;
or Claims/Eligibility at 800-935-2009 .

Thank you,

Dentallnsurance.com
BOD-296-3800

hitps://ww.dentalinsurance.com/ di/web/provider/thanks.aspx

Page 1 of 2

NEED ADVICE? PLEASE CALL (800) 296.3500
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Application Page | orZ

W NEED ADVICE? PLEASE CALL (800) 296.3600
!;M DENTALINSURANCE. COM AN - 6PA pAl.r:.'F.'c"rmf, MOM-FRI
AMERICAN NATIDNAL
ENTIEE™ | [FIGHLIGHTS] FEATURES | PLAN INFO | PLAR COST]  FAQ'S | DENTISTS ERRPEY v
plan 2 >> RETURN TO PLAM COMPARISONS

- guote based on 71601 zip code -
questions

enrollment application for plan 2 Q How long dass It take to process

my application?

@ When witl | receive my enroflment
[FOLLOW THESE SIMPLE DIRECTIONS | package and what will it include?

Q Do the applicant name and the
bitling name need to be the ssmer

1. Camplete the information requested about you and your dependents. It
2. Include your bank account information for payment. Q wWhat i | need to change my
3. Apply on-line by clicking the SUBMIT button. membership from Individual te Famity
4. Please print out a capy of your application for your records. Coverage?
You will be sent an email confirming receipt of your application,
[ELIGIBILITY |

Eligible persans are members of the National Consumer's Advantage Association and their eligible dependents. Age limits tor
eligible dependent children may vary by state.

|[EFFECTIVE DATE

If your application and payment information is submitted by the 20th of the menth, yaur coverage will be effective on the 1st of
the following maonth, If it is submitted after the 20th of the month, your coverage will be effective on the 1st of the second
following manth. The effective date will be shown on your [.D. card issued by the Company

Applicant Information

first name middie initial  last name

| | | | I
social security #
| |- |- |

street address 1

streel address 2

l |

city state zip code

[ | [AR | (71801 — ]

daytime phone # celt phone #

I ] J-[ 1 R |- ]
fax # email address

I - |- L ' [tesi@test.com |

will you or any other dependent(s) have other dental insurance coverage? No

if yes, please [ist the insurance company name and phone number.

Census

birthday

https://www.dentalinsurance.com/di/web/provider/application.aspx 3/27/2008




Application

first name, last name gender mm/dd/yyyy
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|
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|
|
|
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p- ]

relationship

applicant

Page 2 0’2

student

>

>> .-
>3 . -
= B
= -

>» -

Need room for more dependents? click here »>

GET A QUOTE | tNSURAMCE 101 | ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARANTEE | GLOS3ARY

nowered by
. DENTALINsURANCE.Com

w1999 - 2008 KELSEY MATIONAL CORPORATION OR ITS AFFILIATES. ALL RIGHTS RESERVED,
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% : NEED ADVICE? PLEASE CALL (8007 a0, w5
!_m D ENTA L[ NSURANCE.COM GAM - B8P .U,A.{:ﬁ—‘ff; ik, BHIPH
APERICAN MATIONAL
e e Y| THIGHLIGHTS] FEATURES | PLAN 1FO | PLAR COST DENTISTS [WI0R i

plan 2 >» RETURN TO PLAN COMPARISOHS

- quote based on 71601 zip code

Plan Cost and Payment Options

Plan Cost

MONTHLY QUARTERLY
INITIAL PLLAMN COST: 923,50 $70.50
PLUS PROCESSING FEE:* $25.00 $25.00
RLUS BILLING FEE: $3.00 $3.00
PLUS NCAA FEE: 51.00 $3.00
TOTAL AMOUNT DUE: 552.50 5101.50
Payment Options
INITIAL 2+ ACH % ACH
PAYMENT OPTIONS: ) )
?ffféﬁ? OPTIONS: -7 ACH 7 ACH
Effective Date
EFFECTIVE DATE: 5/1/2008

* Processing fee is one time non-refundable,

tFHE COMPANY ACCEPTS THE FOLLOWING PAYMENT TYPES:

ISITIAL PAYMENT ONGOING PAYMENT(s)
Below are the choices Below are the corresponding choices
for your initial payment. for ongoing payment(s),
Monthly E-Check Manthly E-Check
Quarterly E-Check Quarterly E-Check

|YOUR PAYMENT({S) WILL BE PROCESSED AS FOLLOWS

IMITIAL PAYMENT

If application is received by the 20th of the month, e-check is

drafted on the 25th day of that manth.

Monthly E-Check
If application is received after the 20th of the month, e-check is
drafted on the 25th day of the following month.

If application is received by the 20th of the month, e-check is
Quarterly E-Check drafted on the 25th day of that month,

If application is received after the 20th of the month, e-check is

hitps://www.dentalinsurance.com/di/web/provider/application?.as px 372772008




application 2

drafted on the 25th day of the following month,
ONGOING PAYMEHT
Manthly E-Check Processed on the 25th day of each month,
Quarterly E-Check Pracessed on the 25th day of the first month of each quarter,

PET A QUOTE © IMSURANCE 101 ¢ ARTICLES | CUSTOMER SUPPORT | SATISFACTION GUARANTEE | GLOSSAR:
pavereg Ly
[& DEjTaLlnsuranCE. CoM

© 1999 - 20068 KELSEY HATIONAL COARPORATION DR 1TS AFFILIATES. ALL RIGHTS RESERVED.
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El
@ NEED ADVICE? PLEASE CALL (800) 296. 3800
fm DENTALINSU RANCE.COM EED ADVICE? PL G -Cépm !EA(C.'H:Q 4":,‘,15,0:,&-.' e

ATy,
AMERICAN NATIONAL
e " | [MTGHLIGHTS] FEATURES | FLAN INFO [FLAH COST| ~ FAQ'S | DENTISTS EPRERHOVG
mlan 2 >> RETURN TO PLAH COMPARISONS

- guote based on 71601 zip code

initial Payment

MONTHLY ACH
INITIAL ONE MONTH'S PAYMENT; §23.50
PLUS PROCESSING FEE: $25.00
AND BILLING FEE: 53.00
AND NCAA FEE: $1.00
TOTAL [NITAL PAYMENT: $52,50
Ongoing Payment
MONTHLY ACH
ONGOING ONE MONTH'S PAYMENT: $23.50
AND BILLING FEE: 53,00
AND NCAA FEE: $1.00
TOTAL ONGODING PAYMENT: 527.50

Pavment Information for Bank Account Draft (ACH)

iinancial institution account type:
| 7 checking <7 savings
branch name branch phane number
perianal routing number account number
{First 9 digits found on bottom left carner of {4-14 digits, including all zeros, found next to routing number)
deposit stip)

ROUTING AND ACCOUNT NUMBERS LOCATIONS ;

Check or Deposit Silp

Julm aret D D a9
$&]4 Uernat Barg
GuanTaath, (1% 12384 ale e
Faytathe
anlerof, $ l

Birarbis ol Rark it Beraitsy
13U Frris Vol Aiad
AT N gy s 1

For,
12345678911 123m12345m1e 9499
Transit Routing Number — Accouns Number  Check Numbar

hitps://www.dentalinsurance.com/ di/web/provider/application3.aspx 3/27/2008




application 3 Page 2 002

Declaration and Agreements

National Consumer Advantage Association enrollment

I understand that in order to purchase this Dental Insurance plan, [ must first become a member of the Mational
Consumer's Advantage Association (NCAA). | understand that NCAA members are entitled to receive Car Rental
Discount Coupons, Vision Care Discounis, Travel Club Benefits, and various other consumer and discount
materials, Under Bylaws of the Association new ar as amended, with resulting cost savines that ultimately
benefit me as a member, by delivery of this signed enrcllment form ta NCAA, | appaint its President as my
proxy to vote and otherwise act. This proxy shall be of no effect at any meeting that | personaily attend. i
hereby apply for membership in the National Cansumer's Advantage Association. | understand that membership
dues are $1.00 manthly and are to be drafted from my accatint along with the premium for the dental insurance
plan.

| understand that an electronic signature on this Association Enrollment is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

" applicant full name * applicant full name (re-enter for verification)
test t test ] |

Automatic Payment Authorization

As a convenience lo me, | hereby request and authorize you ta pay and charge to my account, checks or
electronic debits drawn on my account by and payable to the order of American National Life Insurance
Company of Texas, provided there are sufficient collected funds In said account to pay the same upon
presentation. | agree that your rights In respect to each such check or electranic debit shall be the same as if it
were a check drawn on you and signed persanally by me, This authority is ta remain in effect until revoked by
me in writing, and until you actually receive such notice | agree that you shall be fully protected in honaring
any such check. | further agree that if any such checks or electronic debits he dishonored, whether with or
without cause and whether intentionally or inadvertently, you shall be under no lability whatsoever even
though such dishonor results in the forfeiture of coverage,

Important Fraud Notice

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knawingly
presents false information on an application is guilty of a crime and may be subject to fines and canfinement in
prison.

Acknowledgement and Authorization

| hereby request coverage as outlined above under the American National Life Insurance Company of Texas
group dental plan offered by the National Consumer's Advantage Association. 1, the undersigned applicant, have
personally completed the enrolliment application and represent that all answers are true and camplete to the
best of my knowledse and belief, The statements in this enrsllment application are desmed to be
representations and not warranties, | understand and agree that the insurance will not take effect unless the
enrollment application has been accepted and approved by American National Life Insurance Company of Texas
and until the effective date as stated in the Identification card, if issued.

| understand that an electronic signature on this enrollment application is legal and enforceable. | also
understand that any electronic signature to this form operates as my original signature.

applicant full name * applicant full name (re-enter far verification)

[lest  test | [

Il
fol

UOTE | IHSURANCE 101 | ARTICLES | CUSTOMER SUPPORT L BATISFACTION GUARAMTEE 1 GLOG LY

powersd fryo
8D

f 1999 - 2008 KELSEY NATIOMAL CORPORATION OR ITS AFFILIATES. ALL RIGHTS RESERVYED.
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Thanks

@ DENTALINSURANCE .COM

Get A Quote | Insurance Basics | Customer Suppert | About Us | Gther Products

thank you

your application
has been submitted...

NEED ADVICE? PLEASE CALL (601

Page 1 of 2

i e
Sadtel - A0 PACHT Tl L0 L

* Nale: Once payment is processed and elegibility is confirmed you will be autamatically approved for this

plan

rlease PRINT for your records...

Thank You test test.
Your application for American National Life Insurance Company of
Texas Plan 2 has been submitted.

* Please allow 10-14 business days to receive your 1D card and
package in the mail.

APPLICANT INFORMATION

Applicant Name: test t test
E-mail Address: test@test.com
Address:

111

111, AR 71401
Day Phone: 111-111-1111
Cell Phane: --
Fax: --

CENSUS INFORMATION

test test
applicant

PLAN SUMMARY

Confirmation Number: 77252

Provider: American National Life Insurance Company of Texas
Plan Name: Plan 2

Plan Type: Indemnity

Number of Members: 1

Taotal Initial Payment: §52.50 ACH
Total Ongeing Payment: $27.50 MONTHLY ACH

Requested Effective Date:
05/01/2008

CONTACT INFORMATION
If you have any questions, please see the Frequently Asked
Questigns.

For further questions,

pease call American National Life Insurance Company of Texas
Billing at 800-366-5656 ;

or Claims/Eligibility at B00-935-2009 .

Thank you,

Dentallnsurance.com
800-296-3800

hitps://wwi.dentalinsurance.com/di/web/ provider/thanks.aspx
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