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NEW CASE SUBMISSION CHECKLIST

To expedite your case, include this fully completed checklist with each new case submission.

Name of Group: Name of Agent/Agency:

v FORM ATTACHED
YES NO NI/A

Materials Needed

Master Application

Fully completed and signed by an officer, partner or proprietor.
Employee Enrollment Forms

Fully completed for each eligible employee.
Premium Deposit Check (Payable to AlwaysCare Benefits, Inc.)
Proposal

I.  Pre-sale quote verifying coverage’s that generated the sold case.
2. Final sold rate calculation.

Prior Coverage Information
I. If replacing coverage the most recent billing is required for takeover credit to be applied.
2. Prior plan design detailing co-insurance, waiting periods, and services broken down by
categories, including proof of prior orthodontic coverage if applicable.
Licensing Paperwork
If new agent, please complete Agent Appointment Packet.

Multiple Locations — If applicable (more than 3 please add separate page):

Address: Address: Address:
Contact: Contact: Contact:
Telephone: Telephone: Telephone:

Billing — bills may be viewed and reconciled online through AlwaysAssist. You have the option of viewing your bill in
Excel Format or PDF Format. Selecting Excel format will allow you to make changes directly to the bill making your
reconciliation process even easier!

I would like to view my bill in: Excel Format PDF Format

Additional Information Required:

Dental Insurance (if applicable):
Number of employees enrolling:
Number of valid waives:

Benefit Period:
o Calendar Year
o Policy Year

Deductible:
o Lifetime

Prior Coverage:

o Yearly o Other

Carry Over Benefit o Yes o No

Funding:
o Voluntary

o Contributory o Employer Paid

o Yes (Takeover Credit) o No

Vision Insurance (if applicable):
Number of employees enrolling:
Number of valid waives:

Chosen Plan:

o Wal-Mart Plan o Standard o Other

Plan Frequency:

o Plan A (12/12/12/12)
o Plan B (12/12/24/12)
o Other

Funding:
o Voluntary

o Contributory o Employer Paid

Insured Hearing Benefit Rider Selected: Yes/No

*Not available in all states. Please contact the Home Office for a list of approved states.
** If Dental & Vision coverage are selected the Hearing Benefit Rider will be attached to the Dental Plan.

AlwaysCare Benefits, Inc. (a Starmount Life Insurance company) , P.O. Box 98100, Baton Rouge, LA 70898
Telephone: 1-888-729-5433




&

NATIONAL GUARDIAN LIFE INSURANCE COMPANY GROUP DENTAL / VISION
GROUP APPLICATION
Administered by Starmount Financial Corporation
7800 Office Park Blvd., Baton Rouge, LA 70809 PH: 1-888-729-5433 FAX: 1-888-729-7827

Group No.
Legal Company Name Phone ( )
Address Fax ( )
City/State Zip Code
SIC Code Contact for Administration & Eligibility
Phone ( ) Contact for Billing
Fax ( ) # Employees: # Eligible # of Employees with Dependents
Group Effective Date: / /
A c_:heck for the first month’s premium and other applicable fees must be attached to begin processing. Eligibility data will be submitted
LElsng.nrollment forms Q Email or electronic media

We elect to offer the following coverages to our employees:
O Dental Insurance O Vision Insurance O Hearing Rider

Eligibility:

Permanent, full-time employees working hours per week are eligible for coverage (Standard: 30 hours).

An eligible employee must have been actively at work on a full-time basis for months in order to be eligible for coverage.
An eligible dependent must be less than ____ yrs. old or less than yrs. old if a full-time student.

(same as employer health plan)

Participation: Depending on group size and coverage elected, specific participation requirements will apply. Participation must be met
before the insurance can be effective and must be maintained continuously while insurance is in force to prevent cancellation of
coverage.

| understand and agree that audits will be made by National Guardian Life Insurance Company now and in the future to verify the
number and names of full-time employees of this firm. | will furnish with application, and upon any future request, a current census and
State Quarterly Unemployment Tax Report, and any other information requested.

Monthly Administration Fee: | understand there is a [$15] monthly administrative billing charge.

Value-Added Marketing: We authorize National Guardian Life Insurance Company to send value-added marketing notices to those
employees enrolled in this program. Such marketing materials will offer additional, insurance products and will be mailed to each
members home.

0 YesO No

Please send Membership Materials and Enroliment Materials to (CHECK ONE):

Q Group Attn: Phone: ( )
U Broker or Agent

Under ERISA (Employee Retirement Income Security Act of 1974), it is required that there be a named fiduciary for each employee
benefit plan. It is understood that the undersigned Employer is the named fiduciary for each employee benefit plan. | understand and
agree if, on the effective date, an employee is not in permanent full-time active work or unable to perform usual and customary duties,
coverage will not be effective until the employee returns to an active eligible status. | hereby certify that the information provided herein
is true and complete to the best of my knowledge and that | have read and understand this form.

The information contained herein describes the essential provisions of the elected coverage(s) discussed between the above client and
an authorized National Guardian Life Insurance Company representative. By signing this form, both parties agree that these are the
essential provisions the client is purchasing. The details of this form may be changed by either party with mutual agreement.

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR
BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION TO OBTAIN INSURANCE IS (IN TEXAS AND KANSAS
MAY BE GUILTY) GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES.

Signed: / /
Name Title Date

National Guardian Representative / /
Date

NVIGRP & NDNGRP 2002 GRP APP-NC




Agent (if applicable) Tax |I.D. Number [National Guardian]

Firm Name (if applicable) National Guardian Life Insurance Company
appointment on file

Address National Guardian Life Insurance Company
application attached

City/State/Zip Phone

TO BE COMPLETED BY STARMOUNT FINANCIAL CORPORATION

Group Set Up Information Account Management Approval
Account Manager: Signature
Date / /
Notes: % Commission
Dental:
Vision:
Life:

Please mail completed Group Applications and accompanying Enroliment Forms and Initial Payment to:

National Guardian Life Insurance Company
c/o Starmount Financial Corporation
Attn: New Business
7800 Office Park Blvd.

Baton Rouge, LA 70809-7603
Questions Call: 1-888-729-5433, ext. 103




Administered by: AlwaysCare Employee Benefits

AlwaysCare Benefits, Inc.

(a Starmount Life Insurance company) Dental Insurance
P.O. Drawer 14389 Underwritten by

7800 Office Park Boulevard . . .
Baton Rouge, LA 70809-7603 National Guardian Life Insurance Company

1-888-SAY-LIFE Enrollment/Change Form
(that’s 1-888-729-5433; in Please print and complete all sections. See instructions
Baton Rouge, call 926-2888) below.
EMPLOYER/EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change (change of name or coverage)
Employer Name Group Number Location Effective Date * Date of Hire
|:| A Sex Last Name (Employee or subscriber) First Name M.L Date of Birth Social Security Number
Or O™
CJc OIF
Home Street Address City/State/Zip Home Phone Work Phone
( ) ( )
FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroll) T: Terminate C: Change (change of name or coverage)
|:| A Sex Last Name (spouse) First Name M.L Date of Birth
Or [OM
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth Child unmarried and
Or [M full-time student?
Jc OF [Yes [INo
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
Or O™ [DYes [CINo
CJc LOIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.IL. Date of Birth
Or O™ [DYes [CINo
CJc LOIF

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date. This limited coverage also applies to the
Late Entrant’s or Re-enrollee’s Dependents, if enrolled.

*For existing personnel, the “effective date” is shown on your group’s monthly statement. New hires must join within the applicable
waiting period.

Do you or any of your dependents have other dental insurance? [_] Yes [_| No

If yes, please give: Policyholder and Insurance Company

Employee Signature: Date:

I elect the following coverage(s):
[ ] Dental
[ JEmployee Only
[ JEmployee + Spouse
[ JEmployee + Child(ren)
[ |Employee Family
[ JWaived

A |2 [ [

Declination of coverage must be accompanied by employee’s signature.

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

NVIGRP & NDNGRP 2005 ENROLL-NC
8/01




Administered by: AlwaysCare Employee Benefits

AlwaysCare Benefits, Inc.

(a Starmount Life Insurance company) VISIOn Insurance
P.O. Drawer 14389 Underwritten by

7800 Office Park Boulevard . . .
Baton Rouge, LA 70809-7603 National Guardian Life Insurance Company

1-888-SAY-LIFE Enrollment/Change Form
(that’s 1-888-729-5433; in Please print and complete all sections. See instructions
Baton Rouge, call 926-2888) below.
EMPLOYER/EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change (change of name or coverage)
Employer Name Group Number Location Effective Date * Date of Hire
|:| A Sex Last Name (Employee or subscriber) First Name M.L Date of Birth Social Security Number
Or O™
CJc OIF
Home Street Address City/State/Zip Home Phone Work Phone
( ) ( )
FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroll) T: Terminate C: Change (change of name or coverage)
|:| A Sex Last Name (spouse) First Name M.L Date of Birth
Or [OM
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth Child unmarried and
Or [M full-time student?
Jc OF [Yes [INo
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
Or O™ [DYes [CINo
CJc LOIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.IL. Date of Birth
Or O™ [DYes [CINo
CJc LOIF

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date. This limited coverage also applies to the
Late Entrant’s or Re-enrollee’s Dependents, if enrolled.

*For existing personnel, the “effective date” is shown on your group’s monthly statement. New hires must join within the applicable
waiting period.

Do you or any of your dependents have other dental insurance? [_] Yes [_| No

If yes, please give: Policyholder and Insurance Company

Employee Signature: Date:

I elect the following coverage(s):
[ ] Vision
[ JEmployee Only
[ JEmployee + Spouse
[ JEmployee + Child(ren)
[ |Employee Family
[ JWaived

A |2 [ [

Declination of coverage must be accompanied by employee’s signature.

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

NVIGRP & NDNGRP 2005 ENROLL-NC
8/01




Administered by: AlwaysCare Employee Benefits

AlwaysCare Benefits, Inc.

(a Starmount Life Insurance company) Dental & VISIon Insurance
P.O. Drawer 14389 Underwritten by

7800 Office Park Boulevard . . .
Baton Rouge, LA 70809-7603 National Guardian Life Insurance Company

1-888-SAY-LIFE Enrollment/Change Form
(that’s 1-888-729-5433; in Please print and complete all sections. See instructions
Baton Rouge, call 926-2888) below.
EMPLOYER/EMPLOYEE INFORMATION A: Add (enroll) T: Terminate C: Change (change of name or coverage)
Employer Name Group Number Location Effective Date * Date of Hire
|:| A Sex Last Name (Employee or subscriber) First Name M.L Date of Birth Social Security Number
Or O™
CJc OIF
Home Street Address City/State/Zip Home Phone Work Phone
( ) ( )
FAMILY INFORMATION (Only those eligible may be enrolled.) A: Add (enroll) T: Terminate C: Change (change of name or coverage)
|:| A Sex Last Name (spouse) First Name M.L Date of Birth
Or [OM
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth Child unmarried and
Or [M full-time student?
Jc OF [Yes [INo
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
Or O™ [DYes [CINo
CJc LOIF
|:| A Sex Last Name (dependent) First Name M.L Date of Birth
T (1M [OYes [INo
CJc LIF
|:| A Sex Last Name (dependent) First Name M.IL. Date of Birth
Or O™ [DYes [CINo
CJc LOIF

NOTE: Coverage for a Late Entrant or Re-enrollee will be limited to those procedures listed under Coverage A in the Schedule of Covered
Procedures during the first 24 months after the Late Entrant’s or Re-enrollee’s Effective Date. This limited coverage also applies to the
Late Entrant’s or Re-enrollee’s Dependents, if enrolled.

*For existing personnel, the “effective date” is shown on your group’s monthly statement. New hires must join within the applicable
waiting period.

Do you or any of your dependents have other dental insurance? [_] Yes [_| No

If yes, please give: Policyholder_ and Insurance Company ____
Employee Signature: Date:
I elect the following coverage(s):
[ ] Dental [ ] Vision
[ |Employee Only $ [ |Employee Only $
[ |JEmployee + Spouse $ [ |Employee + Spouse $
[ JEmployee + Child(ren) $ [ JEmployee + Child(ren) $
[ JEmployee Family $ [ JEmployee Family $
[ JWaived [ JWaived
Declination of coverage must be accompanied by employee’s signature.

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

NVIGRP & NDNGRP 2005 ENROLL-NC
8/01




