


DENTAL PLAN DETAILS

PLAN TYPE

O CapDent New Jersey  (Minimum Enrollment of 2 Employees) O CapDent Plus New Jersey
O Primary O ero
SUPPLEMENTAL INFORMATION (INTERNAL USE ONLY)

Claims G
Billing Period: O Monthly O Quarterly O Annually |Billing Format: O Paper OEmail OFTP aims Grodp
Vision 7
O vo - No Vision Ovz- Comprehensive Funded Il Ova- Designer Materials

O v1 - Comprehensive Funded | [ v3 - Affinity Hybrid O vs - Comprehensive Designer O vv - Embedded

International Healthcare Services, Inc.

Account Representative

TeERMS AND CONDITIONS

DENTAL PLAN INFORMATION

This plan is underwritten by International Healthcare Services, Inc. The Group Dental Agreement can be found on the Healthplex, Inc. (Third Party
Administrator) website. A hard copy is available upon request. It is understood and agreed that all benefit levels, exclusions and limitations are
detailed in the Certificate of Insurance, and the general provisions of this Agreement are detailed in the General Dental Agreement. It is further
understood that, upon the applicant signing this application and upon its acceptance by International Healthcare Services, Inc., the Group Dental
Agreement is binding between the applicant and International Healthcare Services, Inc.

MINIMUM PARTICIPATION REQUIREMENT

The group agrees to maintain a minimum of two (2) enrollees in this dental plan for the entire coverage period. If minimum enrollment is not

maintained, it is understood that the group's policy will be cancelled at the end of the policy term. There is an additional monthly premium of
$10.00 for each family member in excess of five (5).

PAYMENT AUTHORIZATION

Application, enrollment cards and payment must be received by the 20th of the month for coverage to begin on the first of the month. The payment

can be made by debit card, credit card (Visa, Mastercard or Discover) or ACH Wire. Please make all remittances to: International Healthcare
Sevvices, Inc.

Should recurring payment of monthly premium be made through the credit or debit card option, the group authorizes International Healthcare
Services, Inc. to charge its corporate credit or debit card automatically each month on a recurring basis for the 12-month period. Should payment
be made through direct debit, the group authorizes International Healthcare Services, Inc. to directly debit the designated bank account each month.

CANCELLATION PoLicy

If dental coverage lapses due to non-payment of premium, it is understood that the group's policy will be terminated in accordance with NYS
insurance law.

RENEWAL CONDITIONS

The group is aware that this dental plan is an annual policy. Upon renewal, International Healthcare Services, Inc. reserves the right to change
monthly premium rates.
BROKER/AGENT APPOINTMENT

The group confirms that the Broker/Agent named on this application is/are the Broker/Agent of record and will adhere to the Protected Health
Information (PHI) and Personally Identifiable Information (PII) guidelines applicable to the group’s members.
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