CITY OF SEASIDE

Dental Benefit Summary
Group Number: 00365373
About Your Benefits:
Taking care of your teeth can be expensive. That’s why the right dental insurance is so important — it not only pays for preventive
care that can keep you and your family healthy, but it also helps pay for more extensive, costly and often unexpected expenses —
such as fillings, crowns and root canals. Plus, you save money and have the assurance that you are getting the right care when you use
one of our contracted dentists. Guardian has been providing outstanding dental plans to millions of Americans for more than 50
years. When you enroll with Guardian, you have access to one of the nation’s largest dental networks offering significant discounts so
you know there’s always high-quality, affordable dental care close by. From preventive checkups and cleanings, to comprehensive
oral care treatments, we have you covered.
With your PPO plan, you can visit any dentist; but you pay less out-of-pocket when you choose a PPO dentist. Out-of-network
benefits are based on a percentile of the prevailing fee data for the dentist's zip code.
Your Dental Plan

PPO

Your Network is

DentalGuard Preferred

Calendar year deductible

In-Network
$50

Individual
Family limit
Waived for
Charges covered for you (co-insurance)
Preventive Care
Basic Care
Major Care
Orthodontia
Annual Maximum Benefit
Lifetime Orthodontia Maximum
Dependent Age Limits

Out-of-Network
$50
3 per family
Preventive
Preventive
In-Network
80%
80%
80%
50%

Out-of-Network
80%
80%
80%
50%

$1500

$1500
$1500
26

Benefit information illustrated within this material reflects the plan covered by Guardian as of 08/09/2018
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A Sample of Services Covered by Your Plan:

Preventive Care

Cleaning (prophylaxis)
Frequency:
Fluoride Treatments
Limits:
Oral Exams
Sealants (per tooth)
X-rays

PPO
Plan pays (on average)
In-network
Out-of-network
80%
80%
Once Every 6 Months
80%
80%
Under Age 14
80%
80%
80%
80%
80%
80%

Basic Care

Anesthesia*
Fillings‡

80%
80%

Perio Surgery
Periodontal Maintenance
Frequency:

80%
80%

Repair & Maintenance of
Crowns, Bridges & Dentures
Root Canal
Scaling & Root Planing (per quadrant)
Simple Extractions
Surgical Extractions

80%
80%
80%
80%
Once Every 6 Months

80%

80%

80%
80%
80%
80%

80%
80%
80%
80%

Major Care

Bridges and Dentures
80%
80%
Inlays, Onlays, Veneers**
80%
80%
Single Crowns
80%
80%
Orthodontia
Orthodontia
50%
50%
Limits:
Adults & Child(ren)
This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. **For PPO and
or Indemnity members, Crowns, Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other
pathology when the tooth cannot be restored with amalgam or composite filing material. When Orthodontia coverage is for
"Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time status is required by
your plan in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status
is maintained. If Orthodontia coverage is for "Adults and Child(ren)" this limitation does not apply. *General Anesthesia – restrictions
apply. ‡For PPO and or Indemnity members, Fillings – restrictions may apply to composite fillings.
This document is a summary of the major features of the referenced insurance coverage. It is intended for illustrative
purposes only and does not constitute a contract. The insurance plan documents, including the policy and certificate,
comprise the contract for coverage. The full plan description, including the benefits and all terms, limitations and exclusions
that apply will be contained in your insurance certificate. The plan documents are the final arbiter of coverage. Coverage
terms may vary by state and actual sold plan. The premium amounts reflected in this summary are an approximation; if
there is a discrepancy between this amount and the premium actually billed, the latter prevails.

Manage Your Benefits:

Find A Dentist:

Go to www.GuardianAnytime.com to access secure information
about your Guardian benefits including access to an image of your
ID Card. Your on-line account will be set up within 30 days after
your plan effective date..

Visit www.GuardianAnytime.com
Click on “Find A Provider”; You will need to know your plan,
which can be found on the first page of your dental benefit
summary.

EXCLUSIONS AND LIMITATIONS
n Important Information about Guardian’s DentalGuard Indemnity and

DentalGuard Preferred Network PPO plans: This policy provides dental
insurance only. Coverage is limited to those charges that are necessary to
prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply.
The plan does not pay for: oral hygiene services (except as covered under
preventive services), orthodontia (unless expressly provided for), cosmetic or
experimental treatments (unless they are expressly provided for), any
treatments to the extent benefits are payable by any other payor or for which
no charge is made, prosthetic devices unless certain conditions are met, and
services ancillary to surgical treatment. The plan limits benefits for diagnostic

consultations and for preventive, restorative, endodontic, periodontic, and
prosthodontic services. The services, exclusions and limitations listed above do
not constitute a contract and are a summary only. The Guardian plan
documents are the final arbiter of coverage. Contract # GP-1-DG2000 et al.
n PPO and or Indemnity Special Limitation: Teeth lost or missing before a
covered person becomes insured by this plan. A covered person may have one or
more congenitally missing teeth or have lost one or more teeth before he became
insured by this plan. We won’t pay for a prosthetic device which replaces such teeth
unless the device also replaces one or more natural teeth lost or extracted after the
covered person became insured by this plan. R3-DG2000
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Your Guardian VSP Vision Access Program
An eligible person can receive discounts on vision care services or supplies from a vision provider that is under contract
with Vision Service Plan’s (VSP) Preferred Provider Organization (PPO) network. The eligible person must pay the entire
discounted fee directly to the VSP network doctor. Discounts are not available from providers who are not members of
VSP’s network.

Average Discounts
•

Eye Exams: 20% off the VSP doctor’s usual charge

•

Frames, Standard Lenses and Lens Options: 20% off VSP doctor’s usual charge, when a complete pair of
prescription glasses is purchased.

•

Contact Lens Professional Services: 15% off VSP doctor’s usual charge for professional services. The
contact lenses are not discounted.

•

Laser Surgery: an average of 15% off the laser surgeon’s usual charge or 5% off of any promotional price, if
it is less than the usual discounted price

No ID cards are required, but the patient must notify the VSP network doctor that they have the Guardian VSP Access
Plan at the time of service to receive their discount. Discounts are only available from the VSP network doctor that
provided the eye exam to the patient within the last 12 months.
This is not insurance. The eligible person must pay the entire discounted fee directly to the VSP network doctor. There is
no charge for the Discount Vision Access program. A person must be enrolled in a Guardian dental plan in order to be
eligible for the Discount Vision Access program. When a person is no longer enrolled in a Guardian dental plan, access to
the network discounts ends.
To find a VSP network doctor, visit www.guardiananytime.com or call VSP member services at 1-877-814-8970.
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No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent
to you in your language. For help, call us at the number listed on your ID card or 1-800-541-7846 for
Dental. For more help call the CA Dept. of Insurance at 1-800-927-4357. English
Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer los documentos y puede que le
envíen algunos en español. Para obtener ayuda, llámenos al número que figura en su tarjeta de
identificación o al 1-800-541-7846 para servicios odontológicos. Para obtener más ayuda, llame al
Departamento de Seguros de CA al 1-800-927-4357. Spanish
No Cost Language Services. You can get an interpreter and get documents read to you in your language.
For help, call us at the number listed on your ID card or 1-800-541-7846 for Dental. For more help call the
CA Dept. of Insurance at 1-800-927-4357. English
Servicios de idiomas sin costo. Puede obtener un intérprete y que le lean los documentos en español. Para
obtener ayuda, llámenos al número que figura en su tarjeta de identificación o al 1-800-541-7846 para
servicios odontológicos. Para obtener más ayuda, llame al Departamento de Seguros de CA al 1-800-9274357. Spanish

ˬΓΪϋΎδϤϟ ϰϠϋ ϝϮμΤϠϟ .ΔϴΑήόϟ ΔϐϠϟΎΑ ϖΎΛϮϟ Γ˯ήϗϭ ϢΟήΘϣ ϰϠϋ ϝϮμΤϟ ϚϨϜϤϳ .ΔϔϠϜΗ ϥϭΪΑ ΔϤΟήΗ ΕΎϣΪΧ
ϝϮμΤϠϟ .ϥΎϨγϷ ΐσ ΕΎϣΪΨϟ 1-800-541-7846 Ϣϗήϟ ϰϠϋ ϭ ϚΘϳϮπϋ ΔϗΎτΑ ϰϠϋ ϦϴΒϤϟ Ϣϗήϟ ϰϠϋ ΎϨΑ ϞμΗ
Arabic .1-800-927-4357 Ϣϗήϟ ϰϠϋ ΎϴϧέϮϔϴϟΎϛ ΔϳϻϮϟ Ϧϴϣ΄Θϟ ΓέΩΈΑ ϞμΗ ˬΕΎϣϮϠόϤϟ Ϧϣ ΪϳΰϤϟ ϰϠϋ
Ɋʍʕʊɸʗ ɕɼɽʕɸʆɸʍ ɗɸʓɸʌʏʙʀʌʏʙʍʍɼʗ: ɍʏʙʛ ʆɸʗʏʉ ɼʛ ʀɸʗɺʋɸʍ ʈɼʓʛ ɹɼʗɼʃ ʞ
ʚɸʔʖɸʀʉʀɼʗɿ ɿʍʀɼʗʘɼʃ ʖɸʃ ʈɼɽ ʇɸʋɸʗ ʇɸʌɼʗɼʍ ʃɼɽʕʏʕ: ɮɺʍʏʙʀʌɸʍ ʇɸʋɸʗ ʋɼɽ
ɽɸʍɺɸʇɸʗɼʛ ʈɼʗ ʂʍʛʍʏʙʀʌɸʍ (ID) ʖʏʋʔʂ ʕʗɸ ʍʎʕɸʅ ʆɸʋ 1-800-541-7846 ʇɸʋɸʗʏʕ
Ɋʖɸʋʍɸɹʏʙʁʏʙʀʌɸʍ ʇɸʋɸʗ: ɕʗɸʘʏʙʘʂʐ ʜɺʍʏʙʀʌɸʍ ʇɸʋɸʗ 1-800-927-4357 ʇɸʋɸʗʏʕ
ɽɸʍɺɸʇɸʗɼʛ ɘɸʃʂʝʏʗʍʂɸʌʂ Ɋʑɸʇʏʕɸɺʗʏʙʀʌɸʍ ɋɸʁɸʍʋʏʙʍʛ: Armenian
܍၄ߢࣚ೭Ζ൞ױᛧՑࣚ೭Δشխ֮֮ނٙആ൞ᦫΖ࠷࠰ܗΔᓮીሽ൞ऱঅᙠࢬ
٨ऱሽᇩᇆᒘΔ׃ઝ࠰ܗᓮીሽ 1-800-541-7846ʳፖݺଚᜤΖ࠷ࠡܗ࠰הΔᓮીሽ 1-800-9274357ʳፖڠףঅᙠຝᜤΖTraditional Chinese
Cov Kev Pab Txhais Lus Tsis them Nqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab
kom neeg nyeem cov ntawv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv
koj daim yuaj ID los sis 1-800-541-7846 rau Kev Kho Hniav. Yog xav tau kev pab ntxiv hu rau Ca lub Caij
Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357. Hmong
ήᢱ䈱⸒⺆䉰䊷䊎䉴㩷 ᣣᧄ⺆䈪ㅢ⸶䉕䈗ឭଏ䈚䇮ᦠ㘃䉕䈍⺒䉂䈚䉁䈜䇯䉰䊷䊎䉴䉕䈗Ꮧᦸ䈱ᣇ䈲䇮ID 䉦
䊷䊄⸥タ䈱⇟ภ䉁䈢䈲 1-800-541-7846䋨ᱤ⑼↪䋩䉁䈪䈍䈇ว䉒䈞䈒䈣䈘䈇䇯ᦝ䈭䉎䈍䈇ว䉒䈞䈲䇮䉦
䊥䊐䉤䊦䊆䉝Ꮊ㒾ᐡ䇮1-800-927-4357 䉁䈪䈗ㅪ⛊䈒䈣䈘䈇䇯Japanese

esvakmrPasa\tKitéfø. GñkGacTTYl)anGñkbkERbPasa nigGanÉksarCUnGñkCaPasaExrr . sRmab;CMnYy sUmTUrs½BÞ
mkeyIg´tamelxEdlman bgðajelIb½NÑsMKal;xøÜnrbs;Gñk b¤elx 1-800-541-7846 sRmab;xageFrj
. sRmab;CMnYybEnßmeTot sUmTUrs½BÞeTARksYgFanara:b;rgrdækalIhV½rj:atamelx 1-800-927-4357 Khmer
ⱨ⨀ 䋩㜡 ㉐⽸㏘. Ỵ䚌⏈ 䋩㜡 ㉐⽸㏘⪰ ⵏ㡰㐘 ㍌ 㢼㡰⮤ 䚐ạ㛨⦐ ㉐⪌⪰ ⇡⓹䚨㨰⏈ ㉐⽸㏘⪰
ⵏ㡰㐘 ㍌ 㢼㏩⏼␘. ⓸㟴㢨 䙸㟈䚌㐔 ⺸㡴 Ỵ䚌㢌 ID 㾨☐㜄 ⇌㝴㢼⏈ 㾌Ḱ ㉐⽸㏘ 1-800-5417846 ⶼ㡰⦐ ⱬ㢌䚨㨰㐡㐐㝘. ⸨␘ 㣄㉬䚐 ㇠䚡㡸 ⱬ㢌䚌㐘 ⺸㡴 㿌⫠䔠⏼㙸 㨰 ⸨䜌ạ, 㙼⇨㤸䞈
1-800-927-4357 ⶼ㡰⦐ 㜤⢱䚨 㨰㐡㐐㝘. Korean
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ΎΑί ϪΑ ϙέΪϣ ΪϴϮ̴Α ϭ ΪϴϨϛ ϩΩΎϔΘγ ϲϫΎϔη ϢΟήΘϣ Ϛϳ ΕΎϣΪΧ ί ΪϴϧϮΘϴϣ ΎϤη .ϥΎΑί ϪΑ ρϮΑήϣ ϲϧΎΠϣ ΕΎϣΪΧ
ϩΪη Ϊϴϗ ΎϤη ϲΎγΎϨη ΕέΎϛ ϱϭέ Ϫϛ ϲϨϔϠΗ ϩέΎϤη ϖϳήσ ί Ύϣ ΎΑ ˬϚϤϛ ΖϓΎϳέΩ ϱήΑ .ΪϧϮη ϩΪϧϮΧ ϥΎΘϳήΑ ϲγέΎϓ
CA Dep. of ϪΑ ήΘθϴΑ ϚϤϛ ΖϓΎϳέΩ ϱήΑ .Ϊϳήϴ̴Α αΎϤΗ ϲϜηΰ̢ϧΪϧΩ ϱήΑ 1-800-541-7846 ϩέΎϤη Ύϳ ϭ Ζγ
Persian .ΪϴϨϛ ϦϔϠΗ 1-800-927-4357 ϩέΎϤη ϪΑ (ΎϴϧήϔϴϟΎϛ ϪϤϴΑ ϩέΩ) Insurance
w[\s GkFk ;/tktKI L s[;hI d[GkFhJ/ dhnK ;/tktK jk;b eo ;ed/ j' ns/ d;skt/}K ~ gzikph ftu ;[D ;ed/ j'.
e[M d;skt/} s[jk~ gzikph ftZu G/i/ ik ;ed/ jB. wdd bJh, s[jkv/ nkJhvh (ID) ekov @s/ fdZs/ Bzpo @s/ iK
dzdK bJh 1-800-541-7846@s/ ;k~ \'B eo'. tX/o/ wdd bJh e?bh\'oBhnk fvgkoNw+N nk\ fJBF'o+; ~ 1800-927-4357 @s/ \'B eo'. Punjabi
Ȼɟɫɩɥɚɬɧɵɟ ɭɫɥɭɝɢ ɩɟɪɟɜɨɞɚ. ȼɵ ɦɨɠɟɬɟ ɜɨɫɩɨɥɶɡɨɜɚɬɶɫɹ ɭɫɥɭɝɚɦɢ ɩɟɪɟɜɨɞɱɢɤɚ, ɢ ɜɚɲɢ
ɞɨɤɭɦɟɧɬɵ ɩɪɨɱɬɭɬ ɞɥɹ ɜɚɫ ɧɚ ɪɭɫɫɤɨɦ ɹɡɵɤɟ. ȿɫɥɢ ɜɚɦ ɬɪɟɛɭɟɬɫɹ ɩɨɦɨɳɶ, ɡɜɨɧɢɬɟ ɧɚɦ ɩɨ ɧɨɦɟɪɭ,
ɭɤɚɡɚɧɧɨɦɭ ɧɚ ɜɚɲɟɣ ɢɞɟɧɬɢɮɢɤɚɰɢɨɧɧɨɣ ɤɚɪɬɟ, ɢɥɢ 1-800-541-7846 (ɫɬɨɦɚɬɨɥɨɝɢɱɟɫɤɚɹ ɫɬɪɚɯɨɜɤɚ).
ȿɫɥɢ ɜɚɦ ɬɪɟɛɭɟɬɫɹ ɞɨɩɨɥɧɢɬɟɥɶɧɚɹ ɩɨɦɨɳɶ, ɡɜɨɧɢɬɟ ɜ Ⱦɟɩɚɪɬɚɦɟɧɬ ɫɬɪɚɯɨɜɚɧɢɹ ɲɬɚɬɚ
Ʉɚɥɢɮɨɪɧɢɹ (Department of Insurance) ɩɨ ɬɟɥɟɮɨɧɭ 1-800-927-4357. Russian
Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo
sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong
ID card o sa 1-800-541-7846 para sa Dental. Para sa karagdagang tulong, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357 Tagalog
Caùc Dòch Vuï Trôï Giuùp Ngoân Ngöõ Mieãn Phí. Quyù vò coù theå ñöôïc nhaän dòch vuï thoâng dòch vaø ñöôïc
ngöôøi khaùc ñoïc giuùp caùc taøi lieäu baèng tieáng Vieät. Ñeå ñöôïc giuùp ñôõ, haõy goïi cho chuùng toâi taïi soá ñieän
thoaïi ghi treân theû hoäi vieân cuûa quyù vò hoaëc goïi soá 1-800-541-7846 cho dòch vuï nha khoa. Ñeå ñöôïc trôï
giuùp theâm, xin goïi Sôû Baûo Hieåm California taïi soá 1-800-927-4357. Vietnamese
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Your Guardian VSP Vision Access Program
An eligible person can receive discounts on vision care services or supplies from a vision provider that is under contract
with Vision Service Plan’s (VSP) Preferred Provider Organization (PPO) network. The eligible person must pay the entire
discounted fee directly to the VSP network doctor. Discounts are not available from providers who are not members of
VSP’s network.

Average Discounts
•

Eye Exams: 20% off the VSP doctor’s usual charge

•

Frames, Standard Lenses and Lens Options: 20% off VSP doctor’s usual charge, when a complete pair of
prescription glasses is purchased.

•

Contact Lens Professional Services: 15% off VSP doctor’s usual charge for professional services. The
contact lenses are not discounted.

•

Laser Surgery: an average of 15% off the laser surgeon’s usual charge or 5% off of any promotional price, if
it is less than the usual discounted price

No ID cards are required, but the patient must notify the VSP network doctor that they have the Guardian VSP Access
Plan at the time of service to receive their discount. Discounts are only available from the VSP network doctor that
provided the eye exam to the patient within the last 12 months.
This is not insurance. The eligible person must pay the entire discounted fee directly to the VSP network doctor. There is
no charge for the Discount Vision Access program. A person must be enrolled in a Guardian dental plan in order to be
eligible for the Discount Vision Access program. When a person is no longer enrolled in a Guardian dental plan, access to
the network discounts ends.
To find a VSP network doctor, visit www.guardiananytime.com or call VSP member services at 1-877-814-8970.
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Finding a dentist or vision care provider is easy
Go online – it just takes minutes!

The best way to save money through your dental or vision plan is by seeing a provider in
your plan’s network. Guardian’s Find a Provider site makes it easy for you to search for a
dental or vision provider meets your needs.
Guardian’s Find a Provider site is available to you 24 hours a day, 7 days a week.
Here are just a few things you can do online:
• Customize your search by specialty, languages spoken and more
• Get side-by-side comparisons of provider information (ie. office status, distance)
• Create a quick-list of “favorite” providers — for easy reference online
• Get maps and directions to a providers office location
• View your results online or have them faxed or emailed to you
• Save your search criteria for easy access when you revisit the site
• Create a customized provider directory
• Nominate a dentist to be included in a network

Just go to www.GuardianAnytime.com and click on “Find a Provider”. You can
also find a provider on the go from your smart phone – simply download our app.
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The Guardian Life Insurance Company of America
And its Affiliates and Subsidiaries

Enrollment/Change Form
Page 1 of 4

Guardian Life, P.O. Box 981585,
El Paso, TX 79998-1585

Employer Name:

Please print clearly and mark carefully.
Group Plan Number:

CITY OF SEASIDE
q Initial Enrollment
q Family Status Change

PLEASE CHECK APPROPRIATE BOX

q Increase Amount

Class:___________________

q Re-Enrollment

Division:_________________

Benefits Effective:_____________

00365373

q Add Employee/Dependents

q Drop/Refuse Coverage

Subtotal Code:____________________

q Information Change

(Please obtain this from your Employer)

Social Security Number

About You:

First, MI, Last Name:
___ ___ ___ - ___ ___ - ___ ___ ___ ___
Address

City

Gender: q M q F

State

Date of Birth (mm-dd-yy): ____ - ____ - ____

Phone: (

)

Zip
-

Are you married or do you have a spouse/domestic partner? q Yes q No
Date of marriage/union:____-____-_____
Placement date of adopted child: ____-____-_____
Do you have children or other dependents? q Yes q No

Email Address:

Hours worked per week: _______

About Your Job:

Job Title:

Work Status:

q Active q Retired q Cobra/State Continuation

Date of full time hire: ____ - ____ - ____

About Your Family: Please include the names of the dependents you wish to enroll for coverage. A dependent is a person that you,
as a taxpayer, claim; who relies on you for financial support; and for whom you qualify for a dependency tax exception. Dependency
tax exemptions are subject to IRS rules and regulations. Additional information may be required for non-standard dependents such
as a grandchild, a niece or a nephew.
Spouse/domestic partner (First, MI, Last Name)

Gender

Social Security Number

q M q F _____ - _____ - _____
Address/City/State/Zip:
Date of Birth (mm-dd-yyyy)
Phone: (

)

____ - ____ - ____

-

Child/Dependent 1:
Address/City/State/Zip:

q Add q Drop Gender Social Security Number
q M q F _____ - _____ - _____

Status (check all that apply)
q Student (post high school) q Disabled
q Non standard dependent

Date of Birth (mm-dd-yyyy)
Phone: (

)

-

Child/Dependent 2:

____ - ____ - ____
Status (check all that apply)
q Add q Drop Gender Social Security Number
q M q F _____ - _____ - _____ q Student (post high school) q Disabled
q Non standard dependent

Address/City/State/Zip:

Date of Birth (mm-dd-yyyy)
____ - ____ - ____

Phone: (

)

-

CEF2015-CA-HI
www.guardianlife.com

DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER
DATE FORM PUBLISHED: Aug 09, 2018

1

Child/Dependent 3:

Status (check all that apply)
q Add q Drop Gender Social Security Number
q
Student (post high school) q Disabled
q M q F _____ - _____ - _____
q Non standard dependent

Address/City/State/Zip:

Date of Birth (mm-dd-yyyy)
Phone: (

)

-

____ - ____ - ____

Child/Dependent 4:

Status (check all that apply)
q Add q Drop Gender Social Security Number
q M q F _____ - _____ - _____ q Student (post high school) q Disabled
q Non standard dependent

Address/City/State/Zip:

Date of Birth (mm-dd-yyyy)
Phone: (

)

-

____ - ____ - ____

Drop Coverage:
q Drop Employee

Coverage Being Dropped:
q Drop Dependents

q Dental

q Employee q Spouse/domestic partner q Child(ren)

The date of withdrawal cannot be prior to the date this form is completed
and signed.
Last Day of Coverage: _____-_____-_____
q Termination of Employment q Retirement
Last Day Worked: _____-_____-_____
q Other Event: _____________
Date of Event: _____-_____-_____

Loss Of Other Coverage:
I and/or my dependents were previously covered under another insurance
plan. Loss of coverage was due to:
q Termination of Employment: _____-_____-_____

q Divorce _____-_____-_____
q Death of Spouse/domestic partner _____-_____-_____
q Termination/Expiration of Coverage _____-_____-_____
Coverage Lost q Dental

Dental Coverage:

PPO

I have been offered the above coverage(s) and wish to drop enrollment for the following
reasons:

q Covered under another insurance plan
q Other ____________________________________________________
(additional information may be required)

You must be enrolled to cover your dependents. Check only one box.
Employee Only

EE, Spouse/domestic partner
& Dependent/Child(ren)

q

q

q I do not want this coverage. If you do not want this Dental Coverage, please mark all that apply:
q I am covered under another Dental plan
q My spouse/domestic partner is covered under another Dental plan
q My dependents are covered under another Dental plan

Signature
l

I understand that my dependent(s) cannot be enrolled for a coverage if I am not enrolled for that coverage.

l

Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklet.

l

If coverage is waived and you later decide to enroll, late entrant penalties may apply. You may also have to provide, at your own expense, proof of each person's
insurability. Guardian or its designee has the right to reject your request.

l

Plan design limitations and exclusions may apply. For complete details of coverage, please refer to your benefit booklet. State limitations may apply.

l

I hereby apply for the group benefit(s) that I have chosen above.

l

I understand that I must meet eligibility requirements for all coverages that I have chosen above.

l

I agree that my employer may deduct premiums from my pay if they are required for the coverage I have chosen above.

l

I acknowledge and consent to receiving electronic copies of applicable insurance related documents, in lieu of paper copies, to the extent permitted by applicable law. I
may change this election only by providing thirty (30) day prior written notice.

l

I understand that California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.
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Guardian Group Plan Number: 00365373

Please print employee name:

l

I attest that the information provided above is true and correct to the best of my knowledge.

l

"California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage."

For your protection California law requires the following to appear on this form: The falsity of any statement in the application shall not bar the right to recovery under
the policy unless such false statement was made with actual intent to deceive or unless it materially affected either the acceptance of the risk or the hazard assumed
by the insurer.
The state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warning Statements page.
SIGNATURE OF EMPLOYEE X ___________________________________________

DATE ______________________
Enrollment Kit 00365373, 0001, EN

Fraud Warning Statements
The laws of several states require the following statements to appear on the enrollment form:
Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.
Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for payment
of a loss is subject to criminal and civil penalties.
California: For your protection California law requires the following to appear on this form: The falsity of any statement in the application shall not bar the right to recovery
under the policy unless such false statement was made with actual intent to deceive or unless it materially affected either the acceptance of the risk or the hazard assumed by
the insurer.
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.
Connecticut, Iowa, Nebraska, and Oregon: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of insurance
or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of
a fraudulent insurance act, which may be a crime, and may also be subject to civil penalties.
Delaware, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.
District of Columbia: 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, an insurer may deny insurance benefits, if false information materially related to a claim was provided by the applicant.
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or
misleading information is guilty of a felony of the third degree.
Kansas: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto, may be guilty of insurance fraud as determined by a
court of law.
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information
or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.
Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and
confinements in state prison.
Maine, Tennessee and Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or 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.
Rhode Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or
misleading information is subject to prosecution and punishment for insurance fraud, as provided in N.H. Rev. Stat. Ann. § 638:20
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
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New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a
crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. (Does not apply to Life
Insurance.)
New Mexico: Any person who knowingly presents a false or fraudulent claim for payment or a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to civil fines and criminal penalties or denial of insurance benefits.
Ohio: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.
Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.
Vermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties under state law.
Virginia: Any person who with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement may have violated state law.
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