& DELTA DENTAL C Questions? We're here to help. Call us at 855-718-1767. ]

2026 CAREAssist | Individual dental plan application

You are eligible to enroll if:

> You are fully enrolled in CAREASsist
> Your health coverage is not through Oregon Health Plan (OHP)

You cannot enroll unless you meet the requirements. You must check the box
confirming your eligibility for your application to be reviewed.

O | confirm | meet these requirements.

If it is determined that you are not CAREAssist-qualified, you may still be able
to enroll on a Delta Dental individual plan if you are eligible for special enrollment.

O New dental policy due to O | am applying for the:
meeting CAREAssist qualifications 0 Delta Dental PPO

Section 1: Enrolling - Subscriber information

This section must be completed with subscriber information.
Name (Last, First, M.l.)

Date of birth (mm/dd/yyyy) Social Security number

Home address

City State ZIP County

Phone number Email

Mailing address (if different)

City State ZIP
Gender Gender identity * Race/ethnicity** Primary language
OM OF

We are committed to understanding and valuing diversity among our members. We ask for gender
identity and race/ethnicity information so we can refer to and communicate with you appropriately and
respectfully. This information is optional. Use these codes to fill out the information for each member:

*Gender identity: M-male, F-female, T-transgender, C-cisgender, GN-gender nonconforming,
NB-nonbinary, TG-third gender, @-questioning, O-other, P-prefer not to answer

**Race/ethnicity: Al-American Indian/Alaska Native, A-Asian, B-Black/African American, C-Caucasian,
H-Hispanic/Latino, PI-Native Hawaiian/other Pacific Islander, O-other, P-prefer not to answer
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Section 2: Other insurance
Will you have other dental insurance? O Yes 0O No other coverage

Section 3: Credit toward benefit exclusion period (for new dental coverage)

Have you had dental insurance for the last 12 months with no more than a 90-day break in coverage
from the end of the old policy to the expected effective date of this new policy?

ONo OVYes If this coverage was through Delta Dental Plan of Oregon, we’ll automatically waive
the exclusion period on your dental coverage. If this coverage was through a different
carrier, we can credit your prior coverage toward the benefit exclusion period. Attach a

letter from your prior carrier or employer documenting the start and end dates of your
prior dental coverage.

Section 4: Basic terms of enrollment
| understand and agree that:

> This application is not an offer of > No benefits are available under a
coverage. Coverage does not begin Delta Dental plan for services or
until this application is received and supplies you received before the
reviewed by Delta Dental and an effective date of this coverage.

effective date of coverage is assigned. > Changes to state or federal laws or rules

> This application becomes may change the benefits or rates of the
part of my policy. plan. Changes will be effective January 1.

> | have the right to examine and return > Regardless of my enrollment date, my
the policy within 10 days of receipt. plan premium will renew January 1.

> Subscriber must be enrolled in > | have read the Delta Dental
CAREAssist to apply for and keep privacy statement that is available
coverage under this Delta Dental plan. on DeltaDentalOR.com.

Resident means a person who lives in
Oregon and intends to live in Oregon
permanently or indefinitely. Delta
Dental may require proof of residency,
including but not limited to, my street
address (not a post office box).
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Section 5: Certification of completion and correctness
Be sure to sign and date the application below.

| affirm that the answers given on this application are complete and correct to the best of my
knowledge. | understand that if this application contains any intentional misrepresentations of material
fact, Delta Dental may deny coverage, modify or cancel the contract and/or take other legal action.

I will promptly inform Delta Dental in writing if anything happens before my coverage takes effect
that makes this application incomplete or incorrect. If approved, coverage will be in force as of the
effective date determined by Delta Dental. Delta Dental may contact me to clarify answers on this
application. As the applicant, | understand | have the right to inspect the information in my file.

| have read and understand this application, terms and certification, and privacy statements.

Applicant (subscriber) or parent/guardian:

Printed name of: O Parent O Guardian' O Applicant

Signature Date

1/f not a parent, please attach legal documentation if you are the legal guardian or holder of Power
of Attorney.

By providing my contact information, | am consenting to receive communications from Delta Dental
Plan of Oregon and their affiliates and business partners regarding my health plan benefits, payments
and treatment.

Please keep in mind that communications via email over the internet may not be secure. Although

it is unlikely, there is a possibility that information included in an email could be obtained by other
parties besides the person to whom it is addressed. We recommend that you do not include personal
identifying information such as your birth date or personal medical information in any emails you send
to us. You do not have to provide your email address or phone number as a condition to purchasing any
goods or services.

Ready to submit?

> Have you filled out the application completely, and signed it?
> Have you attached required documentation (guardianship, etc.)?
Send your signed, completed application and attachments to CAREAssist:

Email: Scan and send to care.assist@odhsoha.oregon.gov
Fax: 971-673-0177
Mail: CAREAssist, 800 NE Oregon St. #1105, Portland, OR 97232

Go paperless!

New to Delta Dental Plan of Oregon? After your application is approved, you will receive a welcome
letter with your member ID number. With this ID number, simply set up your Member Dashboard
account by visiting DeltaDentalOR.com. Log in to your Member Dashboard to:

> View your Member Handbook
> See how your claims were paid by opting to receive electronic explanations of benefits (EOBS)
> Go paperless - you’'ll receive an email when your first bill is ready

Questions?
Contact Delta Dental at 855-718-1767 or CAREASssist at 971-673-0144.

DeltaDentalOR.com
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ATTENTION: If you speak English, free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call
1-877-605-3229 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su
disposicién servicios gratuitos de asistencia
lingiiistica. También estan disponibles de forma
gratuita ayuda y servicios auxiliares apropiados
para proporcionar informacién en formatos
accesibles. Llame al 1-877-605-3229 (TTY:711)

o hable con su proveedor.

LU’U Y: Néu ban néi tiéng Viét, chiing téi cung cap
mién phi cac dich vu hd tro ngdn ngit. Cac ho tro
dich vu pht hop dé cung cip thong tin theo cac
dinh dang dé tiép can ciing dwoc cung cAp mién
phi. Vui long goi theo s6 (Nguwoi khuyét tat:
1-877-605-3229 (TTY: 711) hodc trao déi véi ngudi
cung cap dich vu cia ban.

(TTY: 711))He =
S LMo Z25Hd Al L.

BHUMAHHUE: Ecsiu Bbl FOBOPUTE HA PYCCKUH, BaM
JIOCTYTHBI 6eclIaTHbIE YCIYTH I3bIKOBOU
noagep>xku. COoTBETCTBYOLIHAE
BCIIOMOTraTeJibHble CPeJICTBA U YCJIYTH MO
npeloCTaBJeHUI0 MHPOPMAIUH B JOCTYIHBIX
dopmaTax TakKe IpeoCTaBJSIOTCSA 6eCIIaTHO.
[TosBonwuTe 1o tesedpony 1-877-605-3229 (TTY: 711)
WJIK 06PATUTECh K CBOEMY OCTABIIUKY YCIYT.

T AASEZ G SNDHLE. RO SREEY
—bERE ZFHAWERETET, TRV TL (
HELFIHTE D L oEE SN RIEATHE
WA TRMLT 2 T2 O OB e i ot — e R
HAEERIC IR VWS £9, 1-877-605-3229
(TTY:711) £ THEAES TZSV, £2id, ZFIH
DEFEFIZTHRE LS ZE0,

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlose Sprachassistenzdienste zur Verfligung.
Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 1-877-605-3229 (TTY: 711) an oder
sprechen Sie mit [hrem Provider.

PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga
naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-877-605-3229 (TTY: 711) o
makipag-usap sa iyong provider.

YBAT'A: k1110 BY pO3MOBJISIETE YKPaiHChbKa
MOBA, BaM JIOCTYIHi 6e3KOLITOBHI MOBHI
nocayru. Bianosiani sonomixHi 3acobu Ta
NOCJIYTH JI/1s1 HaZlaHHd iHopMalil y JoCTYynHUX
dopmaTax TakoX JIOCTYIMHI 6€3KOITOBHO.
3artesieponyiiTe 3a HoMepoM 1-877-605-3229
(TTY: 711) abo 3BepHITHCS 4O CBOTO
nocTradyaJlbHUKa».

TAANL:- ATICT 270514 NPr: P27R L0 A1dldet 19
LPCNAPHN: avl 877 (VLT PCAT ATIPLA UL PV
16994 WIHPT WS AT W80~ 019 £15 0 Nadh

¢1C 1-877-605-3229 (TTY: 711) Lo @RI
AT APe-NPT PG

FIIRO GAAR AH: Haddaad ku hadasho Soomaali,
adeegyo kaalmada luugadda ah oo bilaash ah
ayaad heli kartaa. Qalab caawinaad iyo adeegyo
00 habboon si loogu bixiyo macluumaadka
gaabab la adeegsan karo ayaa sidoo kale bilaa
lacag heli karaa. Wac 1-877-605-3229 (TTY: 711)
ama la hadal bixiyahaaga.

ATTENTION : Si vous parlez Frangais, des services
d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-877-605-3229

(TTY: 711) ou parlez a votre fournisseur.
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LUS CEEV TSHW] XEEB: Yog hais tias koj hais Lus
Hmoob muaj cov kev pab cuam txhais lus pub
dawb rau koj. Cov kev pab thiab cov kev pab cuam
ntxiv uas tsim nyog txhawm rau muab lus ghia
paub ua cov hom ntaub ntawv uas tuaj yeem nkag
cuag tau rau los kuj yeej tseem muaj pab dawb tsis
xam tus nqi dab tsi ib yam nkaus. Hu rau
1-877-605-3229 (TTY: 711) los sis sib tham nrog
koj tus kws muab kev saib xyuas kho mob.
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PANANGIKASO: No agsasaoka iti [locano, magun-
odmo dagiti libre a serbisio ti tulong iti pagsasao.
Libre met laeng a magun-odan dagiti maitutop a
katulongan ken serbisio a mangipaay iti
impormasion kadagiti ma-akses a pormat.
Awagan ti 1-877-605-3229 (TTY: 711) wenno
makisarita iti mangipapaay kenka.

& < I 39 fgel Siad 8, dl 3 %ﬂqﬁﬂgmf
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AKIYESI: Ti o ba so Yorub4, awon ise iranlowo
ede ofe wa fun 9. Awon iranlowo iranlowo ti o ye
ati awon ise lati pese alaye ni awon ona kika
wiwole tun wa laisi idiyele. Pe 1-877-605-3229
(TTY: 711) tabi soro si olupese re.

MAKINIKA: Ikiwa wewe huzungumza Kiswabhili,
msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa
na huduma bila malipo ili kutoa taarifa katika
mifumo inayofikiwa pia inapatikana bila malipo.
Piga simu 1-877-605-3229 (TTY: 711) au
zungumza na mtoa huduma wako.

ATENCAO: Se vocé fala Portugués do Brasil,
servicos gratuitos de assisténcia linguistica estdo
disponiveis para vocé. Auxilios e servigos
auxiliares apropriados para fornecer informacdes
em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-877-605-3229

(TTY: 711) ou fale com seu provedor.
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