Carehrst

Family of health care plans

MARYLAND = WASHINGTON, D.C. = NORTHERN VIRGINIA




Welcome

Your smile says a lot about you. It's the first thing
people see when they meet you. But did you know
your smile also says a lot about your overall health?

That's why it's so important to protect your smile.
Good dental care has been shown to significantly
reduce and help prevent some diseases and
serious health conditions.

Individual Select Dental HMO offers
comprehensive coverage for in-network and
preventive diagnostic services. This plan provides
access to over 600 dentists throughout Maryland,
Washington, D.C. and Northern Virginia—all at a
low premium.

As a member, you'll enjoy:

No deductible

Predictable out-of-pocket costs
Quick and easy enrollment

No claim forms to file

Guaranteed acceptance

Protect your smile, your health and your budget
from serious dental issues.

For your convenience, our product consultants are
available at 855-503-4862, Monday-Thursday from
8a.m.to 5p.m. and Friday from 10 a.m. to 5 p.m. ET.

855-503-4862

1



Contents

Welcome. ..o e 1

How Your Plan Works

YourDentalPlan ......... ...t 3
2022 DentalRates . ... 4
Enroll Today

Enrolling in Your New Dental Plan .............. 5
Application for Maryland Residents ............. 7
Application for Washington, D.C. Residents .. .... 9
Application for Northern Virginia Residents . . . .. 11

Additional Information

Exclusions and Limitations. ................... 13

Notice of Nondiscrimination and
Availability of Language Assistance Services. . ... 16

2 = 855-503-4862



How Your Plan Works



Your Dental Plan

As a member, you'll receive comprehensive
coverage for in-network and preventive diagnostic
services from a network of more than 600
participating dentists in Maryland, Washington,
D.C. and Northern Virginia.

Individual Select Dental HMO offers reliable dental
care with predictable copayments for routine and
major dental services such as:

Preventive and diagnostic dental care

Surgical extractions

Root canal therapy

Comprehensive orthodontic treatment
(adults and adolescents)

Common Dental Procedures

Our network

As a member of our Dental HMO plan, you'll

select a general dentist from a network of
participating providers to coordinate all of your
dental care. To find a participating dentist, visit
carefirst.com/findadoc and select DHMO—
Individual (IND20) from the Network drop-down
menu. When specialized care is needed, your
general dentist will refer you to a specialist within
the Dental HMO network. This plan does not cover
dental services outside of the provider network.

Note: Please review the Exclusions and Limitations

for information on out-of-area emergency care.

With the Dental HMO plan,
In-Network You Pay?

Regular Cost'

Preventive checkups
(includes routine exams, cleanings and X-rays)

Basic dental services
(includes fillings, simple extractions and more)

Soft tissue management
(includes periodontal scaling, periodontal
maintenance and more)

Porcelain crown
(high noble metal)

Root canal therapy
(bicuspid, excludes final restoration)

Complete upper dentures

Orthodontia (braces)
Comprehensive—Adolescent
Comprehensive—Adult

' Based on National Dental Advisory Service Fee Report (2020).

$202 per visit

. $20 per office visit
(2 visits per year)

$146-$198 $20 per office visit
$280 $70 per office visit
$1,220 $460
$1.138 $375 primary dentist or
' $475 specialty care dentist
$1,837 $495
$5,480 $2,500
$5,495 $2,700

2 Approximate amount. Pricing may vary depending on dental provider’s negotiated rate with CareFirst.

This is a partial listing of services. If you have any questions, please call our product consultants at
855-503-4862, Monday-Thursday from 8 a.m. to 5 p.m. and Friday from 10 a.m. to 5 p.m. ET.

855-503-4862 =


http://carefirst.com/findadoc

2022 Dental Rates

Maryland
Coverage Type ‘ Annual Rate ‘ Quarterly Rate
1st Payment = 2nd Payment | 3rd Payment | 4th Payment
Individual $220.08 $55.02 $55.02 $55.02 $55.02
Individual & Adult $440.16 $110.04 $110.04 $110.04 $110.04
Individual & Child(ren) $407.16 $101.79 $101.79 $101.79 $101.79
Family $616.20 $154.05 $154.05 $154.05 $154.05

Washington, D.C.

Coverage Type ‘ Annual Rate ‘ Quarterly Rate
1st Payment = 2nd Payment | 3rd Payment | 4th Payment

Individual $225.60 $56.40 $56.40 $56.40 $56.40
Individual & Adult $451.20 $112.80 $112.80 $112.80 $112.80
Individual & Child(ren) $417.36 $104.34 $104.34 $104.34 $104.34
Family $631.68 $157.92 $157.92 $157.92 $157.92

Northern Virginia

Coverage Type ‘ Annual Rate ‘ Quarterly Rate
1st Payment = 2nd Payment | 3rd Payment | 4th Payment

Individual $289.32 $72.33 $72.33 $72.33 $72.33
Individual & Adult $578.64 $144.66 $144.66 $144.66 $144.66
Individual & Child(ren) $535.20 $133.80 $133.80 $133.80 $133.80
Family $810.12 $202.53 $202.53 $202.53 $202.53

The rates shown reflect the current premium levels. Your actual premium rate may be higher than the rate shown based on the date of your
signed application. All rates are subject to change.

4 = 855-503-4862



Enroll Today



Enrolling in Your New Dental Plan

Applying is Easy!

Return the paper application in the enclosed,
postage-paid envelope or mail your completed
application to:

Mail Administrator

P.O. Box 14651

Lexington, KY 40512

You can also enroll through your broker.

When will my dental coverage start?

The effective date of coverage is based on the 20th of
the month. If we receive your application before the
20th of the month and your premium is paid by the
due date, your coverage will become effective on the
first day of the following month.

Need to find a dentist?

Please do not send payment. Once your
application is received, we will send you a bill
detailing your plan, premium information
and payment due date. Payments can be
made on an annual or quarterly basis.

Have questions?

Contact us at 855-503-4862,
Monday-Thursday from 8 a.m. to 5 p.m. and Friday
from10a.m.to 5 p.m.

When you're ready to review a list of providers, please visit carefirst.com/findadoc. From the Network
drop-down menu, select DHMO—Individual (IND20). Remember to call your provider's office to confirm that

they are accepting new patients and your insurance.

Carehirst

Good Afternoon!

Browse or search to find the care you need.

LogIn
@ FRIENDLY NOTE

Review vaccine coverage and learn where to get them at carefirst.com/vaccines

@ English  ~

Comprehensive Major Medical

ate or zi
DHMO - 50008 ge Park, MD — 20740

DHMO - BlueDHMO, Individual(IND20) v/
DHMO - D301, D302, P00-P10

Drug

Browse by Category ~ or Q Search for Names and Specialties

Please note: you must live in Maryland, Washington, D.C. or one of the following areas of Northern Virginia:
City of Alexandria and Fairfax, the town of Vienna, Arlington County and the areas of Fairfax and Prince

William counties in Virginia lying east of Route 123.

If your address changes and you are no longer in our service area, please note that you will no longer be

eligible for this plan.

855-503-4862 = 5


http://www.carefirst.com/doctor

Application for Maryland Residents

Please fill out the application
on the following pages if you
live in Maryland.

855-503-4862 = 7



Individual Dental HMO Application

Maryland

INSTRUCTIONS

1. Please fill out all applicable spaces on this application.
Print all information.

2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512

Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

L

The Dental Network

10455 Mill Run Circle, Owings Mills, MD 21117

1. APPLICANT INFORMATION

Last Name

First Name

Initial Social Security #

Residence Address: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Date of Birth Sex

O male O Female

/ /

Marital Status
O Single

O Married [O Partner/Other

Home Phone Work/Cell Phone
( ) ( )

Dental Office Code

Payment Option
O Annually

d Quarterly

2. COVERAGE SELECTION—CHECK ONE

O Individual—Provides coverage for one person

O Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
[0 Individual & Adult—Provides coverage for two eligible adults
(2 Family—Provides coverage for two eligible adults and eligible dependent(s)

A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.

An “Adult” means the Spouse or Partner who satisfies the eligibility requirements defined in your contract.

OWN DENTIST.)

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE (DENTAL HMO PLAN MUST HAVE A DENTAL OFFICE CODE. EACH PERSON MAY SELECT THEIR

Dental
Last Name First Name M.l.|  Relationship Social Security # | Date of Birth Sex Office
Code
S Owm
pouse ok
D icP Owm
omestic Partner O
F
D d 1 O
ependent D
F
D dent 2 oM
ependen ok
D dent 3 O
ependent O
F
D dent 4 Owm
ependent D
F

The Dental Network, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

DHMMDAP (12/16)

CDS1176-1P (8/16)



4. ELECTRONIC COMMUNICATION CONSENT

CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.

Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
m Explanation of Benefits Alerts
= Notice of HIPAA Privacy Practices
= Reminders
m Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.

Please note: This consent for electronic communications applies to the primary applicant only. Spouses, domestic partners
and dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/myaccount.
Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount or by calling
the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any time by
calling the customer service phone number on your ID card.

I understand that to access the information provided electronically through email, | must have the following:
= Internet access;
= An email account that allows me to send and receive emails; and
= Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).
I understand that to receive notices through text messaging,
= Atext messaging plan with my cell phone provider is required; and
m Standard text messaging rates will apply.

PRIMARY APPLICANT NAME EMAIL ADDRESS CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS ALTERNATE CELL PHONE NUMBER

By checking below, | hereby agree to electronic delivery of notices, instead of paper delivery by:
O Emailonly [D Cell phone text messaging only  (J Email and cell phone text messaging

Signature: X

CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.

DHMMDAP (12/16) 2 CDS1176-1P (8/16)




5. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY
IT ISUNDERSTOOD AND AGREED THAT:

A copy of this application is available to the Subscriber (or to a person authorized to act on his/her behalf) upon request.

This information is subject to verification. Failure to complete any section may delay the processing of your application
and/or claims payment.

Premium payment options are available on an annual and a quarterly basis.

To the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
They are representations that are made to induce the issuance of, and form part of the consideration for The Dental
Network policy.

If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

WARNING: ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A
LOSS OR BENEFIT OR WHO KNOWINGLY OR WILLFULLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE
IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.

Signature of Applicant: X Date:

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.

Parent or Legal Guardian Signature: X Date:

FOR OFFICE USE ONLY:

O Re-sign and re-date below only if box is checked.

Date
Signature of Primary Applicant: X
Date
Parent or Legal Guardian’s Signature: X
FOR BROKER USE ONLY: Name: NPN # Tax ID # CareFirst-Assigned ID #

Contracted Broker:

Sub-Agent/Sub-Agency:

Writing Agent:

DHMMDAP (12/16) 3 CDS1176-1P (8/16)



Application for Washington, D.C. Residents

live in Washington, D.C.

Please fill out the application
on the following pages if you

855-503-4862 =



Individual Dental HMO Application

District of Columbia

INSTRUCTIONS

1. Please fill out all applicable spaces on this application.
Print all information.

2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512

Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

L

Carehrst
BlueChoice.

CareFirst BlueChoice, Inc.
840 First Street, NE, Washington, DC 20065

-

1. APPLICANT INFORMATION

Last Name

First Name

Initial Social Security #

Residence Address: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Date of Birth Sex

y i D Male [O Female

Marital Status
O Single

[0 Married IO Domestic Partnership/Other

Work/Cell Phone
( ) ( )

Home Phone

Dental Office Code

Payment Option

O Annually d Quarterly

2. COVERAGE SELECTION—CHECK ONE

O Individual—Provides coverage for one person

O Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
[0 Individual & Adult—Provides coverage for two eligible adults
(2 Family—Provides coverage for two eligible adults and eligible dependent(s)

A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.

An “Adult” means the Spouse, Legal or Domestic Partner of the Subscriber who satisfies the eligibility requirements defined in your contract.

OWN DENTIST.)

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE (DENTAL HMO PLAN MUST HAVE A DENTAL OFFICE CODE. EACH PERSON MAY SELECT THEIR

Dental

Last Name First Name M.l.|  Relationship Social Security # | Date of Birth Sex Office

Code
Spouse/Domestic, ORY
Legal or Civil DF

Union Partner

O™
Domestic Partner OF
ORY
Dependent 1 DF
@Y
Dependent 2 F
M
Dependent 3 F
M
Dependent 4 F

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

JDHDCAP (12/16)

1

CDS1177-1P (8/16)



4. ELECTRONIC COMMUNICATION CONSENT

CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.

Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
m Explanation of Benefits Alerts
= Notice of HIPAA Privacy Practices
= Reminders
m Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.

Please note: This consent for electronic communications applies to the primary applicant only. Spouse, domestic, legal or civil
union partners and dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/
myaccount. Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount
or by calling the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any
time by calling the customer service phone number on your ID card.

I understand that to access the information provided electronically through email, | must have the following:
= Internet access;
= An email account that allows me to send and receive emails; and
= Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).
I understand that to receive notices through text messaging,
= Atext messaging plan with my cell phone provider is required; and
m Standard text messaging rates will apply.

PRIMARY APPLICANT NAME EMAIL ADDRESS CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS ALTERNATE CELL PHONE NUMBER

By checking below, | hereby agree to electronic delivery of notices, instead of paper delivery by:
D Emailonly [D Cell phone text messaging only  (J Email and cell phone text messaging

Signature: X

CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.

JDHDCAP (12/16) 2 CDS1177-1P (8/16)




5. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY
IT IS UNDERSTOOD AND AGREED THAT:

A copy of this application is available to the Subscriber (or to a person authorized to act on his/her behalf) upon request.

This information is subject to verification. Failure to complete any section may delay the processing of your application
and/or claims payment.

Premium payment options are available on an annual and a quarterly basis.

To the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst
BlueChoice policy.

If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

WARNING: IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR THE PURPOSE OF
DEFRAUDING THE INSURER OR ANY OTHER PERSON. PENALTIES INCLUDE IMPRISONMENT AND/OR FINES. IN ADDITION,
CAREFIRST BLUECHOICE, INC. MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM
WAS PROVIDED BY THE APPLICANT.

Signature of Applicant: X Date:

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.

Parent or Legal Guardian Signature: X Date:

FOR OFFICE USE ONLY:

[O Re-sign and re-date below only if box is checked.

Date
Signature of Primary Applicant: X
Date
Parent or Legal Guardian’s Signature: X
FOR BROKER USE ONLY: Name: NPN # Tax ID # CareFirst-Assigned ID #

Contracted Broker:

Sub-Agent/Sub-Agency:

Writing Agent:

JDHDCAP (12/16) 3 CDS1177-1P (8/16)



Application for Northern Virginia Residents

Please fill out the application
on the following pages if you
live in the cities of Alexandria
and Fairfax, the town of
Vienna, Arlington County and
the areas of Fairfax and Prince
William counties in Virginia
lying east of Route 123.

855-503-4862 = 11



Individual Dental HMO Application

Virginia

INSTRUCTIONS

1. Please fill out all applicable spaces on this application.
Print all information.

2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512

Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

L

Carehrst
BlueChoice.

CareFirst BlueChoice, Inc.
840 First Street, NE, Washington, DC 20065

-

1. APPLICANT INFORMATION

Last Name

First Name

Initial Social Security #

Residence Address: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State Zip Code (9-digit, if known)

Date of Birth Sex

y i D Male [O Female

Marital Status
@) Single

O Married [O Domestic Partner

Home Phone Work/Cell Phone

( ) ( )

Dental Office Code

Payment Option

O Annually d Quarterly

2. COVERAGE SELECTION—CHECK ONE

O Individual—Provides coverage for one person

O Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
[0 Individual & Adult—Provides coverage for two eligible adults
(2 Family—Provides coverage for two eligible adults and eligible dependent(s)

A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.

An “Adult” means the Spouse or Domestic Partner who satisfies the eligibility requirements defined in your contract.

OWN DENTIST.)

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE (DENTAL HMO PLAN MUST HAVE A DENTAL OFFICE CODE. EACH PERSON MAY SELECT THEIR

Dental

Last Name First Name M.l.|  Relationship Social Security # | Date of Birth Sex Office

Code
M
Spouse F
) M
Domestic Partner F
M
Dependent 1 F
M
Dependent 2 r
M
Dependent 3 F
M
Dependent 4 r

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of
the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

JHVVAAP (12.16)

1

CDS1178-1P (11/16)



4. ELECTRONIC COMMUNICATION CONSENT

CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.

Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.

Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
m Explanation of Benefits Alerts
= Notice of HIPAA Privacy Practices
= Reminders
m Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.

Please note: This consent for electronic communications applies to the primary applicant only. Spouses, domestic partners
and dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/myaccount.
Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount or by calling
the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any time by
calling the customer service phone number on your ID card.

I understand that to access the information provided electronically through email, | must have the following:
= Internet access;
= An email account that allows me to send and receive emails; and
= Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).
I understand that to receive notices through text messaging,
= Atext messaging plan with my cell phone provider is required; and
m Standard text messaging rates will apply.

PRIMARY APPLICANT NAME EMAIL ADDRESS CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS ALTERNATE CELL PHONE NUMBER

By checking below, | hereby agree to electronic delivery of notices, instead of paper delivery by:
D Emailonly [D Cell phone text messaging only  (J Email and cell phone text messaging

Signature: X

CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.

JHVVAAP (12.16) 2 CDS1178-1P (11/16)




5. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY

and/or claims payment.

BlueChoice policy.

VIRGINIA STATE LAW.

the policy.
Signature of Applicant: X

IT ISUNDERSTOOD AND AGREED THAT:

A copy of this application is available to the Subscriber (or to a person authorized to act on his/her behalf) upon request.

This information is subject to verification. Failure to complete any section may delay the processing of your application

Premium payment options are available on an annual and a quarterly basis.

To the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst

If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

WARNING: ANY PERSON WHO, WITH THE INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATING A FRAUD AGAINST AN
INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT MAY HAVE VIOLATED

The undersigned applicant and agent certify that the applicant has read, or had read to him, the completed application and
that the applicant realizes that any false statement or misrepresentation in the application may result in loss of coverage under

Signature of Agent: X

Parent or Legal Guardian Signature: X

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.

FOR OFFICE USE ONLY:

[O Re-sign and re-date below only if box is checked.

Signature of Primary Applicant: X

Date

Parent or Legal Guardian’s Signature: X

Date

FOR BROKER USE ONLY: Name:

Contracted Broker:

Sub-Agent/Sub-Agency:

NPN #

Tax ID #

CareFirst-Assigned ID #

Writing Agent:

JHVVAAP (12.16)

CDS1178-1P (11/16)



Additional Information



Exclusions and Limitations

Maryland
PLAN LIMITATIONS In-Network. The following exclusions and limitations shall apply:
Services for injuries and conditions which are

covered under Workers' Compensation or
Employers’ Liability Laws;

has questions about the Covered Individual
Copayment for an unlisted CDT code, the
Covered Individual should call the telephone
number located on the Covered Individual's

Services which are provided without cost to
Membership Identification Card;

the Covered Individual and/or Dependent(s)
by any municipality, county or other political
subdivision (with the exception of Medicaid);

Services which are obtained outside the dental
office in which enrolled and which are not pre-
authorized by the PLAN. This does not apply to

Services which, in the opinion of the
out-of-area emergency dental services;

Participating DENTIST, are not necessary for
the Covered Individual and/or Dependent(s)
health;

Payment of any claim or bill will not be made
for prohibited referrals;

Services rendered by a Pedodontist (Pediatric
Dentist) are considered Specialty Care and
must be approved by the Covered Individual
and/or Dependent(’s) General Participating
DENTIST; all services listed on the Schedule of
Benefits and Copayments will be provided by a
general Participating DENTIST or an approved
Specialist; provided, however, that a general

Cosmetic, elective, or aesthetic dentistry, which
in the opinion of the participating DENTIST are
not necessary for the patient’s dental health;

Oral surgery requiring the setting of fractures
or dislocations;

Services with respect to malignancies, cysts
or neoplasms, or hereditary, congenital or
developmental malformations;

Dispensing of drugs, except those used as a
local anesthetic;

Hospitalization for any dental procedure;

Loss or theft of bridgework or dentures
previously supplied under the PLAN;

Replacement of a bridge, crown, or denture
within five (5) years after the date it was
originally installed;

Any implantation;
General anesthesia;

Services that cannot be performed because of
the general health of the patient;

Teeth Cleaning (Prophylaxis) limited to twice
per Coverage Period.

Unlisted procedures will be provided at the
dentist's charge unless The Dental Network,
Inc. determines the procedure is a covered
benefit that has not yet been added to the
Schedule of Benefits and Copayments.

If so determined, the Covered Individual
Copayments will be determined by The
Dental Network, Inc. If a Covered Individual

DENTIST will refer the Covered Individual
or Dependent to an Approved Specialist or
recommend that the Covered Individual or
Dependent contact an approved Specialist
if it is the judgment of the DENTIST that the

service or procedure must be provided by an

approved Specialist, with an exception for out-

of-area emergency care, and a referral to a

non-participating general dentist or specialist;

Services which cannot be performed in the
dental office of the “Personal Participating

DENTIST” or “Approved Specialist” due to the
special needs or health related conditions of

the Covered Individual and/or Dependent(s).

Services required solely for administrative
purposes including but not limited to
employment, insurance, adoption, foreign
travel, school, camp admissions or
participation in sports activities.

OUT-OF-AREA EMERGENCY CARE: Covered

Individuals and/or Dependents are covered for

emergency dental treatment to alleviate acute

pain, along with treatment arising from accidental

injury or iliness while temporarily more than

fifty (50) miles from their “Personal Participating

DENTIST.” Limited to $50 per Covered Individual or

Dependent per emergency.

ALL PRICES ARE EXCLUSIVE OF GOLD

855-503-4862



Washington, D.C.
PLAN LIMITATIONS. The following in-network exclusions and limitations shall apply:

A
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Services for injuries and conditions which are
covered under Workers' Compensation or
Employers’ Liability Laws;

Unlisted procedures will be provided at the

dentist's charge unless CareFirst BlueChoice, Inc.

determines the procedure is a covered benefit
that has not yet been added to the Schedule

of Benefits and Copayments. If so determined,
the Covered Individual Copayments will be
determined by CareFirst BlueChoice, Inc.;
Services which, in the opinion of the
participating DENTIST, are not necessary for the
Covered Individual and/or Dependent(s) health;
Payment of any claim or bill will not be made for
prohibited referrals;

Cosmetic, elective, or aesthetic dentistry, which
in the opinion of the participating DENTIST are
not necessary for the patient's dental health;
Oral surgery requiring the setting of fractures
or dislocations;

Services with respect to malignancies, cysts

or neoplasms, or hereditary, congenital or
developmental malformations;

Dispensing of drugs, except those used as a
local anesthetic;

Hospitalization for any dental procedure;

Loss or theft of bridgework or dentures
previously supplied under the PLAN;
Replacement of a bridge, crown, or denture
within five (5) years after the date it was
originally installed;

Any implantation;

General anesthesia;

Services that cannot be performed because of
the general health of the patient;

Teeth Cleaning (Prophylaxis) limited to twice per
Coverage Period.

Unlisted procedures will be provided at the

dentist's charge unless CareFirst BlueChoice, Inc.

determines the procedure is a covered benefit
that has not yet been added to the Schedule
of Benefits and Copayments. If so determined,
the Covered Individual Copayments will be
determined by CareFirst BlueChoice, Inc.;

855-503-4862

R. Services which are obtained outside the dental
office in which enrolled and which are not pre-
authorized by the PLAN. This does not apply to
out-of-area emergency dental services;

S. Services rendered by a Pedodontist (Pediatric
Dentist) are considered Specialty Care and must
be approved by the Covered Individual and/or
Dependent('s) General Participating DENTIST;

T. Allservices listed on the Schedule of Benefits
and Copayments will be provided by a general
Participating Dentist or an approved Specialist;
provided, however, that a general DENTIST will
refer the Covered Individual or Dependent to
an approved Specialist or recommend that the
Covered Individual or Dependent contact an
approved Specialist if it is the judgment of the
DENTIST that the service or procedure must
be provided by an approved Specialist, with an
exception for out-of-area emergency care; and
a referral to a non-participating general dentist
or specialist;

U. Services which cannot be performed in the
dental office of the “Personal Participating
DENTIST” or “Approved Specialist” due to the
special needs or health related conditions of the
Covered Individual and/or Dependent(s).

V. Services required solely for administrative
purposes including but not limited to
employment, insurance, adoption, foreign travel,
school, camp admissions or participation in
sports activities.

OUT-OF-AREA EMERGENCY CARE: Covered
Individuals and/or Dependents are covered for
emergency dental treatment to alleviate acute pain,
along with treatment arising from accidental injury
or illness while temporarily more than 50 miles from
their regular place of residence and the nearest
PLAN Dental Office. Limited to $50 per Covered
Individual and/or Dependent(s) per emergency.

ALL PRICES ARE EXCLUSIVE OF GOLD



Virginia
PLAN LIMITATIONS. The following limitations
shall apply:

A. All services listed on the Schedule of Benefits
and Copayments will be provided by a general
Participating Dentist or an approved Specialist;
provided, however, that a general DENTIST will
refer the Covered Individual or Dependent to
an approved Specialist or recommend that the
Covered Individual or Dependent contact an
approved Specialist if it is the judgment of the
DENTIST that the service or procedure must
be provided by an approved Specialist, with an
exception for out-of-area emergency care;

B. Unlisted procedures will be provided at the

dentist's charge unless CareFirst BlueChoice, Inc.

determines the procedure is a covered benefit
that has not yet been added to the Schedule
of Benefits and Copayments. If so determined,
the Covered Individual Copayments will be
determined by CareFirst BlueChoice, Inc.;

C. Services rendered by a Pedodontist (Pediatric

Dentist) are considered Specialty Care and must
be approved by the Covered Individual's General

Participating DENTIST
D. OUT-OF-AREA EMERGENCY CARE: Members
are covered for emergency dental treatment to

alleviate acute pain, along with treatment arising
from accidental injury or illness while temporarily

more than 50 miles from their regular place of
residence and the nearest PLAN Dental Office.
Limited to $50 per member per emergency.

EXCLUSIONS. Benefits will not be provided for:

A
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Services for injuries and conditions which are
covered under Workers' Compensation or
Employers’ Liability Laws;

Services which are provided without cost to the
Covered Individual by any municipality, county

or other political subdivision (with the exception
of Medicaid);

Services which, in the opinion of the participating
DENTIST, are not necessary for the Covered
Individual's health;

Cosmetic, elective, or aesthetic dentistry, which in
the opinion of the participating DENTIST are not
necessary for the patient's dental health;

Oral surgery requiring the setting of fractures

or dislocations;

Services with respect to malignancies, cysts

or neoplasms, or hereditary, congenital or
developmental malformations;

Dispensing of drugs, except those used as a

local anesthetic;

Hospitalization for any dental procedure;

Loss or theft of bridgework or dentures previously
supplied under the PLAN;

Replacement of a bridge, crown, or denture
within five (5) years after the date it was originally
installed;

Any implantation;

General anesthesia;

Teeth Cleaning (Prophylaxis) limited to twice per
Coverage Period;

Services which are obtained outside the dental
office in which enrolled and which are not
preauthorized by the PLAN. This does not apply to
out-of-area emergency dental services;

Services which cannot be performed in the dental
office of the “Personal Participating DENTIST” or
“Approved Specialist” due to the special needs

or health related conditions of the Covered
Individual and/or Dependent(s).

All Member Copayments listed on the Schedule of
Benefits and Copayments are exclusive of gold;
Payment of any claim or bill will not be made for
prohibited referrals.

Services required solely for administrative
purposes including but not limited to
employment, insurance, adoption, foreign travel,
school, camp admissions or participation in
sports activities.

855-503-4862 = 15



Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis

of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and

Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

A77¢5 (Amharic) 9100.9:- 2V T30+ AA vL7 147 avl% LHA: @O ¢1-1807F 04+ ALXTLFO- 000 11CT
MG AATLTN ATHUT @47 PG+ ALH S FAN: &7 P28 2997 T+ AG PATPI9° h&f NETEP WM P99 T+ av-(1+ AAP
A0A NP hevdo¢p 0CeP (NFECA AL OLTMPAD: PAADN RTC aPLDA L FAN: AQA DA L£19° @L (Ah &TC

855-258-6518 La-A®- 07 A19.B'r AONLTICE &40 719157 apmP AANP:: W18 ONLA aPAN LATPE PTLLATTFT £
Pam-¢: NH.LI® NHCATL IC £I1G5 s

Edé Yoruba (Yoruba) Itétiléko: Akiyeési yii ni iwifun nipa is¢ ad6jutofo re. O le ni awon dééti pat6 o si le ni lati
gbé igbése ni awon 0jo gbédéke kan. O ni ¢tg lati gba iwifan yii ati iranlowd ni édeé re 16féé. Awon omo-egbé
gbodo pe nomba foonu t6 wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si dur6 nipase ijirord
titi a O fi so fun o lati te 0. Nigbati asoju kan ba dahun, so éde ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chi y: Thong bao nay chira thong tin vé pham vi bao hiém cua quy vi. Thong béo cé thé
chira nhitng ngay quan trong va quy vi cin hanh dong trede mot s6 thai han nhat dinh. Quy vi c6 quyén nhan
duoc thdng tin nay va hd trg bang ngdn ngit cua quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mat sau caa thé nhan dang. T4t ca nhitng nguoi khac cd thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngdn ngir quy vi can va quy vi sé duoc
két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacién y asistencia en su idioma sin ningin costo. Los asegurados deben llamar al
namero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden Ilamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccxuii (Russian) Buumanune! Hacrosiiee yBejoMiieHHE COJIEPKAT HHOOPMAIIHIO O BaIlleM CTPaXxOBOM
O6CCH€‘ICHI/II/I. B nem MOT'YT YKa3bIBaTbCs BAKHBIC AAThl, U OT BaC MOXKCT HOTpC6OBaTI)C$1 BBITIOJITHUTH HCKOTOPLIC
JEUCTBHUS 10 ONPENICICHHOT0 CPOKa. BeI MeeTe mpaBo OeCIIaTHO IMOMYyYHUTh HACTOSIINE CBEICHUS U
COITYTCTBYIOIIYIO ITOMOIIb Ha YJJOOHOM BaM f3bIKE. Y YaCTHHUKAM CJIeyeT o0pamarhcs Mo HoMepy TenedoHa,
yKa3aHHOMY Ha TBUILHOW CTOPOHE MIIEHTH(UKAIMOHHOHM KapThl. Bee mpoure aboHEHTHI MOTYT 3BOHUTH T10
HOMepy 855-258-6518 u oxxuaath, IOKa B TOJIOCOBOM MEHIO HE OYZET MpenioxkeHo HaxkaTh mudpy «0». [Ipu
OTBETE areHTa YK KNTE JKEJIAeMBIN SI3bIK OOIICHHS, M BaC CBSKYT C TIEPEBOJIUKOM.



fe=gt (Hindi) €21 &: 38 Gl 7 JTTh! 1T dhartol & aR # STehIY &1 1S § | 81 Wehell & o SHH AEY
AT T 3eor@ &1 3R 319 forw fFaT A TaT-HTAT & HIaR 16 FRAT SR Y| TR Tg SATARRT
AR G TERIAT 39T 19T H fo¥:Q[eeh TTel 1 ITARR | Feddl & 379 TgaT=l I o G fqw 10 e
&R U il AT AT | e THY AT 855-258-6518 TR hicT X Tehel & 3R T8 dh 0 Galel o ToIT o Shal
ST, A doh AT ST TTET Y | ST6 IS Toi 3cak & dl 3 31T ST §dT¢ 31R 3! SATEITHR & halde
Y T Srea|

Bdsio-wuqu (Bassa) To Puii Cao! Bd nia ke ba nyo bé ké m gbo kpa b6 ni fua-fiia-tiin nyee jé dyi. B nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé t ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wiudu mi b& m ké se widi do pée. Kpood nyo bé me da fliin-ndba nia dé waa
.D. kda) dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>b6a mda 0 kee dyi padain hwe. J jii ké nys do dyi th go jiiin, po wudu h m3 poe dyie, ké nyo do mu b6 niin
bé o ké ni wudud mu za.

Frz#77 (Bengali) TS FFFa: 92 (FIGCT TR ] FSIES T5F B TA@ | 97 M 97 O NF© MEH

A fAE ST FE AP TG e 2@ TF| KA1 380 o ST 92 0% MeIF AR F2Fe! T8IT
SIEHPTF SATAE A= | @A O THCT AT PFRE AT TIEF FeT FA® T | AT 855-258-6518 TG
T B 0 BT 1 I XS SACTHT FA© A | I (FIEA] A6 SO (AN O SATH (NS ST 1 Tl
AT SN (ST NET TG F1 2F|
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Igbo (Igbo) Nrubama: Qkwa a nwere 0zi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi ¢zo niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber Ihren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in lhrer Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewunschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de l'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a I'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interpreéte.

g AW Ao o Jurt TP o] Ytk Fa 9 2
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Diné Bizaad (Navajo) Ge’: Dii bee it hane’igii bii” dahdld bee éédahdzin béeso ach’aah naanil
nik’ist’i’igii ba. Bii’ dahold¢ doo iiyisii yoolkaaligii d6d t'aadoo le’é ddadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi &jiil’{jjh. Bee na ahddt’i’ dii bee it hane’ d66

nikd’adoowot t'aa ninizaad bee t’aa jiik’é. Atah danilinigii béésh bee hane’é bee wétta’igii
nitfizgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’j” hodoonihji’. Aad66 naanata’ éi kojj’
dahddoolnih 855-258-6518 d46 vyii diitts’jjt yatti’igii t’'aa niléijj 44ddo éi bikéé’déd naasbaas
bit adidiilchit. Akd’anidaalwd’igii neidiitddgo, saad bee yanitt'i‘igii yii diikit d66 ata’ halne’é
I3 nika’adoolwot.



Policy Form Numbers

Individual Select Dental HMO Maryland
The Dental Network, Inc.

FORM DNOO1C (R. 1/10),
FORM DN4001 (R. 1/10),
and any amendments

Individual Select Dental HMO Washington, D.C.
CareFirst BlueChoice, Inc.

DNO01DC (R. 1/10),
FORM DN4001DC (R. 1/10),
and any amendments

Individual Select Dental HMO Virginia
CareFirst BlueChoice, Inc.

VA/BC/DB/COC (R. 1/10),
VA/BC/DB/SOB (R. 1/10),
and any amendments
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CareFirst BlueChoice, Inc.
10455 Mill Run Circle
Owings Mills, MD 21117-5559

Carehrst ®

CONNECT WITH US:

fiv]olinl@

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst
BlueCross BlueShield Medicare Advantage is the business name of CareFirst Advantage, Inc. CareFirst BlueCross BlueShield Community Health Plan
District of Columbia is the business name of Trusted Health Plan (District of Columbia), Inc. In the District of Columbia and Maryland, CareFirst MedPlus
is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.).
CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst Advantage, Inc., Trusted Health Plan (District of Columbia), Inc.,
CareFirst BlueChoice, Inc., First Care, Inc., and The Dental Network, Inc. are independent licensees of the Blue Cross and Blue Shield Association. BLUE
CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of
independent Blue Cross and Blue Shield Plans.
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