"Uniting People & Benefits"

mk VERIFICATION OF ELIGIBILITY
o (VOE)

RInce dervices

Participation requirements are acondition of coverage. Theserequirementswill vary depending uponthe plan selected. Please completethisform
toverify eligibility.

Statements made herein may be used to contest aclaim of thevalidity of any policy issued. If apolicy isissued, plesae see such policy for more
information.

1 Employer’ snameand phone number
GroupNumber
2. Tota number of employeeson payroll
3. Total number of employeesworking 1-29 hoursper week

(includetemporary and/or seasonal employees)
4, Total number of employeesin waiting period

5. Number of full-timeeligible employees
(subtract numbers 3 and 4 from number 2)

If you have purchased an employee paid voluntary group dental product, participation percentages are cal cul ated from the number of full time
employees showninnumber 5 above. Nowaiversfor coverage under another programwill beallowed inthiscalculation.

For employer paid group coverage (with rates cal cul ated from a census), the number of employeeslisted in number 6 and 7 below may be subtracted
from the number of full time employees shown in number 5 above. Participation requirementswill be cal culated from that number.

6. Total number of employeesenrolledinaDHMO or qualified Discount/Referral plan
(proof must besubmitted)

7. Total number of employeeswho are covered under their spouse’ splan
(an enrollment form with asigned waiver indicating such spouse’ scarrier
must be submitted or onfile)

8. Number of eligible employees(subtract 6 & 7 from5)
9. Number of full-time employeesenrolled
10. Premium information: 100% employer paidOR employer pays % of employee premium and %

of dependent premium.

Agreement and Signatures

Itisunderstood and agreed asfollows:

1 No coverageiseffectiveuntil approved by GroupLink, Inc.

2. Insurancewill beeffectivewithregardtothoseindividualslistedinthe Eligibility section of the application onthelatest of the
following dates: a) effectivedate approved by the company, b) the datethe applicationissigned, or c) thedatethefirst premiumis
paidinfull.

3. No agent hasthe authority to waive any of thecompany’ sright or requirements, or to make or alter any contract or policy.

Dated at: this day of ,200__.

Signature of Writing Agent AgentCode Applicant’ sSignature

Typeor Print Agent’ sName(s) Typeor Print Name

Agent’sBusinessAddress(City, State& Zip Code) Title

Agency Agency Code Company Name



