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'GROUP DENTALIVISION MASTER APPLICATION
Application is hereby made to;

p.
A -
Affac,
American Family Life Assurance Company of Columbus

4919 W Laurel Street, Tamipa, FL 33607
Toll-Free Phone 1.877.864.0625

Please provide Afiac with the selection of the benefits youwish to make available to your Eligible Members by completing the
information below. Eligible Members are your employees or memibers who are eligible for coverage ufiderthe Policy.

PROPOSED POLICYHOLDER

Legal Name of Group ~-T-LT‘Y er (OUII "Bf . , Phone (ﬁi} 933"’.305 q
Physlcal Address _LOO l:Ua ﬁ lUﬁC 5"’“‘.’(’4‘ Fax(' ) &%73‘\050[09
erystatoizi___ (1) ocduil e, 7% 15979

Billing Address (If different)
City\Sta’te\Zip

Phone (. )
Fax{___)

Contact for Administration & Ellgibility__ /A2 1 ¢t Oi

Emait Address | hon k, (“O‘H‘E’CIS@ C@.""!'ei—. “'X& us

ContactforBiting {110 aan Qdorn -
. N i ]
Emall addrass __ (1 0d O+ G ud @ CQuyler: $x, vs

Subsidiaries/Affiliates/Divisions {Ifapplicablé);

GENERAL INFORMATION

Geneijal E['igibfe Member Requirements

coverage and on the date His Certificate of Insurance becomes effective. An Efighle Membér must complete
be eligible for coverage,

Niimber.of EmployessiMenbers J ’ L_“ Number of Eligible Members l { 9
Llass of Elig_ Ible Members
¥ Regular full-time Members
Requested Policy Eifective Date ‘{ \ { l 9 ' Plan Year Type O Policy Year EICalendar Year

Initial Rate Guarantes Rates are guaranteed for ‘ year(s) frm the Group Palicy Effective Date,

Particioation Specific participation fequirements may apply basad an group size and coverage selected, if o, coverage will notbe effegtive unti
the paticipation requiraments are met. To pravent cancellation of -coverage after the. Initial Term of the policy, theé participation requirements must be
maintainad continuously while the insurance is in foree,

months of continuous service to

understand Aflac may conduct audits to.confirm ‘participation requitsmenls are bieing met now and in the future, |.agree to furnish the
inforrmalion/decumentation Fequired to conduct such audits upon Aflac's request.

A fultimé Eligible Member is a person vho works ':}D'hours or more perweék! A Member must be A_ctive%at Work on the date' He applies. for
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L]

Cover_age Requested
BHOENTAL INSURANCE
Attach a copy of the proposal,

W,

Replacement This Group Dental Policy is
palicy number: _

s not O replacing an éxiétin oup Dental Policy. IFit is, provide carrier, Schedyle of Benefits, and
_ﬁ@—l_ - NMahdaq

L1 VISION INSURANCE
Attach 2 copy of the proposal,

Reblacement This Group Vision Policy s (3 is not Q replacing an existing Group Vision Policy. 1 it s
policy numpar; .

Cuaedian Life ~ £LGu=C

» provide carrler, Schedule of Benéfits, and

GENERAL AGREEMENT

Precasad Paicyholder agrees to transmit the total prefmiums under the group policy io Aflac when due.
the terms aad provisions of the group pollcy, including its Exhibits, riders, endorsements of amendments
ofthe contract unless attached to the policy and‘approved by Aflac's President and Secretary.

Any persan who knovingly prezents a false statementin an application forinsurance may be gul
penaltles under stats law.

Under ERISA (Employze Retrement income Security Act of 1974), itis required that there bs a named:fiduciary for each employee hénéfit plan. It is
understagd thet the undefslgned Authorized Repraseitative of the Proposed Policholder is the named fiduciary for each employee benefit plan. The

Signad and Dated 2t \J\ Q )T\L ; __on q’\% ’al

The Proposed Policyholder agrees to accept
i if any. No statéménts can change the terms

Ity of 2 criminal offense and s ubject to

Authorized Ronyesentative of ’ﬁ.e bad
Printed Name LQ. \D\ﬂ ;

Date

Signatura % Title ‘WMSW :

ASSOCIATE'S/AGENT'S STATEMENT

Associate's/Agent's Name C,-O \éef\ . \3\&\\

{Lastnama) {First name)

Assoclate's/Agent’s writing number f' ¥C IS Sit: code O

Eligible. Membars.

‘Associate’sIAgeﬁt'sSignature \B\ < 'W -

I, the undersignad, attest | have fully and completely explained the benefits and imitations of the policy(ies) to the Proposed Polichdlder and to the

{Middla initial)

Date

Licenged Associate/ﬁgenl‘
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