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About the plan 
As a member of the Indiana State Bar Association (ISBA) or an employee of a member, you are eligible to participate in this association member group 
plan. Through this plan, you will enjoy quality coverage at competitive group rates. This plan is a great solution for individuals or small groups that do 
not have access to group voluntary dental or to employees of large law firms that do not offer a quality dental insurance solution. To enroll in this plan, 
you must be a present member of the ISBA, or an employee of a present member. Dependent coverage is available to lawful spouses, domestic partners, 
and unmarried dependent children under age 25. 
 
As a triple option plan, you may choose between the lowest cost Preventive PPO option, which is designed to provide limited coverage for basic dental 
care needs or the Network Select PPO option, which provides comprehensive coverage and is designed for members to receive care primarily from 
more than 100,000 provider access points for dental care through the Ameritas PPO network, and the Freedom Choice PPO option, with its 90th U&C 
allowance and higher “out-of-network” coinsurance levels, gives you the flexibility to visit any licensed dentist in the United States or save more through 
an Ameritas PPO network provider. 

PPO Plan Options - Dental Plan Summary  
 Preventive PPO Network Select PPO Freedom Choice PPO

Coinsurance (Ameritas pays % 
after deductible) 

In-Network/Out-of-Network In-Network Out-of-Network In-Network/Out-of-Network 

Type 1 

Diagnostic/Preventative 

100% 100% 90% 100% 

Type 2 

Basic 

50% 80% 70% 80% 

Type 3 

Major 

N/A 50% 40% 50% 

Deductible $50/Calendar Year Waived for Type 1 procedures 
$50/Calendar Year 

Waived for Type 1 procedures 
$50/Calendar Year 

Maximum (per person) $1,000 per calendar year 
No Family Maximum 

$1,000 per calendar year 
No Family Maximum 

$1,000 per calendar year 
No Family Maximum 

Allowance Contracted Fee Contracted Fee 90th U&C 

Waiting Period None 6 months for Type 3 6 months for Type 3 

Monthly Rates for 01/01/17 – 12/31/17 
 Preventive PPO Network Select PPO Freedom Choice PPO

Enrollee Only $23.44 $42.00 $54.52 

Enrollee + 1 dependent $49.20 $86.00 $112.60 

Enrollee + 2 or more 
dependents $83.40 $139.04 $184.04 

 Premiums do not include the one-time $20.00 non-refundable processing fee due at the time of enrollment when selecting the Direct Annual Billing payment method. Processing fee is waived when 
selecting Monthly Auto-pay. For businesses with 5 or more participants, only one $20.00 non-refundable processing fee is required). Contact administrator for firm list billing options. 

 Premiums are guaranteed not to change before 12/31/17,  and are subject to change thereafter. 

This document is a highlight of plan benefits provided by Ameritas Life Insurance Corp. as selected by your association it is not a certificate of insurance and does not include exclusions and limitations. For exclusions and 
limitations, or a complete list of covered procedures, contact the plan administrator. As a group plan, this plan is subject to changes in carrier, network, plan benefits, and premium rates. This group plan is not available in the 
following states: Arkansas, Florida, Idaho, Louisiana, North Carolina, Oregon, and Washington, and New York. 



PPO Dental 

Insurance for members of the Indiana State Bar Association 

Highlight Sheet (cont.)                                                         Questions? Call ISBAIA at 1-877-647-2242 
 

Covered Procedure Summary (Current Dental Terminology © American Dental Association.)  

Type 1 

Diagnostic/Preventative 
Procedure (Frequency) 

 Routine Exam (1 in 6 months) 
 Bitewing X-rays (1 in 12 months) 
 Full Mouth/Panoramic X-rays (1 in 5 years) 
 Cleaning (1 in 6 months) 

 Fluoride for Children 13 and under (1 per benefit period) 
 Sealants (age 13 and under) 
 Space Maintainers 
 Periapical X-rays 

Type 2 

Basic 
Procedure (Frequency) 

 Restorative Amalgams 
 Restorative Composites 

 Denture Repair 
 Simple Extractions 

Type 3* 

Major 
Procedure (Frequency) 
 
* Type 3 procedures not covered 
in Preventive Plan 

 Onlays 
 Crowns (1 on 10 years per tooth) 
 Crown Repair 
 Endodontics (nonsurgical) 
 Endodontics (surgical) 

 Periodontics (nonsurgical) 
 Periodontics (surgical) 
 Prosthodontics (fixed bridge; removable 

complete/partial dentures) (1 in 10 years) 
 Complex Extractions 
 Anesthesia 

In Network vs Out of Network 

With this plan, you have the right to receive care from any licensed dentist in the United States. However, your out-of-pocket costs will almost always be 
lower if you choose to receive care from more than 100,000 provider access points for dental care through the Ameritas PPO network. 

Visiting an Ameritas 
PPO network provider 

(In Network) 

Preventive PPO  /  Network Select PPO  /  Freedom Choice PPO 

Ameritas PPO dentists agree to provide treatment to plan participants at contracted fees prearranged with Ameritas, which 
means that your out-of-pocket expense will usually be lower. Here’s how PPO costs are actively managed: 

 True managed care discounts. Our network fees are typically 25% below average charges, or 30-50% below the 90th percentile. 
 Discounted fees. Our fees are appropriate for each PPO ZIP code, they’re not lumped together in broad ranges. This 

means reimbursement levels for participants and dentists are appropriate to costs in their area. 
 We offer discounted fees on virtually all covered procedures, not just a few of the more common ones. 
 
Ameritas PPO dentists will file claim forms on your behalf and will accept payment directly from Ameritas. This means 
that you do not need to pay the entire bill and await reimbursement. Instead, you pay only your portion of the coinsurance 
(including deductible, if necessary) at the time of service. 
 
Go online to www.ameritasgroup.com to find the participating network dentists who are most convenient for you. 

Visiting a non-Ameritas 
PPO network provider 

(Out of Network) 

Preventive PPO  /  Network Select PPO

Preventive PPO  /  Network Select PPO are not recommended for members electing to receive the majority of their 
dental care from a non-Ameritas PPO dentist. When receiving treatment from an “out-of-network” dentist, this plan will 
pay the applicable coinsurance level based on the Maximum Allowable Charge (MAC) in your specific ZIP Code area. The 
dentist may balance bill you for all charges above the MAC allowance. (For example, if your dentist charges $140 for a Type 1 
procedure that has a coinsurance level of %100 and a MAC of $100, you would be responsible for paying the additional $40 to the 
dentist.) 

Freedom Choice PPO 
When receiving treatment from an out-of-network dentist, this plan will pay the applicable coinsurance level based on the 
out-of-network plan allowance. The out-of-network plan allowance is 90th U&C.  

90th U&C means 9 out of 10 dentists in a specific ZIP Code area charge at or below the plan allowance for a procedure. We 
determine the Usual and Customary (U&C) allowance using information including data from Ingenix, a multicarrier 
compilation formerly derived by the Health Insurance Association of America (HIAA). Plan members are reimbursed 
based on the appropriate charges in the dentist's ZIP Code area. We review our U&C allowances annually. 
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Pretreatment 

While we don't require a pretreatment authorization form for any procedure, we recommend them for any dental work you consider expensive. As a 
smart consumer, it's best for you to know your share of the cost up front. Simply ask your dentist to submit the information for a pretreatment estimate 
to our customer relations department. We'll inform both you and your dentist of the exact amount your insurance will cover and the amount that you 
will be responsible for. That way, there won't be any surprises once the work has been completed. 

Covered Expenses will not include and no benefits will be payable for expenses incurred: 

 for any treatment which is for cosmetic purposes, except as specifically listed in the Table of Dental Procedures. 

 to replace any prosthetic appliance, crown, inlay or onlay restoration, or fixed partial denture within ten years of the date of the last placement of 
these items. However, if a replacement is required because of an accidental bodily injury sustained while the person is covered, it will be a Covered 
Expense. 

 for initial placement of any dental prosthesis or prosthetic crown unless such placement is needed because of the extraction of one or more teeth 
while the plan member is covered under the dental expense benefit. The extraction of a third molar (wisdom tooth) will not qualify under the above. 
Any such dental prosthesis or prosthetic crown must include the replacement of the extracted tooth or teeth. 

 for any procedure begun before the plan member was covered under the dental expense benefit. 

 for any procedure begun after the member's insurance under the dental expense benefit terminates; or for any prosthetic dental appliances installed 
or delivered more than 90 days after the member's insurance under the dental expense benefit terminates. 

 to replace lost or stolen appliances. 

 for appliances, restorations, or procedures to: alter vertical dimension; restore or maintain occlusion; splint or replace tooth structure lost because 
of abrasion or attrition 

 for any procedure which is not shown on the Table of Dental Procedures. 

 for orthodontic treatment (unless otherwise specified in this contract.) 

 for which the plan member is entitled to benefits under any workmen's compensation or similar law, or charges for services or supplies received as a 
result of any dental condition caused or contributed to by an injury or sickness arising out of or in the course of any employment for wage or profit. 

 for charges for which the plan member is not liable or which would not have been made had no insurance been in force. 

 for services which are not required for necessary care and treatment or are not within the generally accepted parameters of care. 

 because of war or any act of war, declared or not. 

Group Dental/Vision Plan Open Enrollment Guidelines 

Your coverage begins on the first day of the month following the date your completed application is approved and initial premium payment is received. 
The initial coverage period is the date your coverage begins up to the next annual open enrollment date (January 1st), after which time continued 
enrollment for the next 12 months is automatic unless canceled in writing by you. 

When enrolling in this plan, you are agreeing to participate in the plan until the next plan annual open enrollment date (January 1st), except in the case of 
a qualifying event. Examples of a qualifying event include marriage, divorce, birth of a child, death of a spouse or child, and spouse’s termination of 
employment. Prior to the next annual open enrollment date (January 1st), you have the opportunity to change, add or cancel any of your benefits. In 
addition, you may add or change the dependents you cover under your benefits. Any changes you request will be made effective on the annual open 
enrollment date (January 1st) following receipt of your written request. 

Upon approval of your completed application and receipt of your initial premium, you will receive your Certificate of Insurance with your Approval 
letter via email. If you decide this coverage is not for you, simply let ISBAIA know in writing within 10 days of receiving the Certificate of Insurance. You 
will promptly be refunded your paid premium minus any paid claims. 

Participants whom terminate coverage, for any reason, will not be able to re-enroll for a period of 24 months from the last day of coverage. 

This document is a highlight of plan benefits provided by Ameritas Life Insurance Corp. as selected by your association it is not a certificate of insurance and does not include exclusions and limitations. For exclusions and 
limitations, or a complete list of covered procedures, contact the plan administrator. As a group plan, this plan is subject to changes in carrier, network, plan benefits, and premium rates. This group plan is not available in the 
following states: Arkansas, Florida, Idaho, Louisiana, North Carolina, Oregon, and Washington, and New York. 
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About the plan (Please note, this benefit is not available on a stand-alone basis.) 
Dental enrollees have the option to add vision coverage to their plan. Like the dental plan, this benefit is available at group rates for members of the ISBA 
and employees of active members. With this plan, you have the right to receive care from any vision care provider in the United States. However, your 
out-of-pocket costs will almost always be lower if you choose a provider from VSP Choice Network. 

Vision plan summary 
 VSP Choice Network + Affiliates Out of Network
Annual Eye Exam Covered in full Covers up to $45 

Lenses (per pair)   
 Single Vision Covered in full Covers up to $30 
 Bifocal Lenses Covered in full Covers up to $50 
 Trifocal Lenses Covered in full Covers up to $65 
 Lenticular Lenses Covered in full Covers up to $100 
 Progressive Lenses See lens options N/A 

Contacts   
 Fit & Follow Up Exams 15% discount, see additional features No benefit 
 Elective Covers up to $130 Covers up to $105 
 Medically Necessary Covered in full Covers up to $210 

Frames Covers up to $130** Covers up to $70 

Deductibles $10 Exams, $25 Eye Glass Lenses or Frames* $10 Exams, $25 Eye Glass Lenses or Frames* 

Frequency Limits (months)   
 Exams/Lenses/Frames 

(based on date of service) 
12/12/24 12/12/24 

*Deductible applies to a complete pair of glasses or to frames, whichever is selected.    ** The Costco allowance will be the wholesale equivalent.

Lens Options (member cost)*** 
 VSP Choice Network + Affiliates (Other than Costco) Out of Network
Progressive Lenses Up to provider's contracted fee for Lined Bifocal Lenses. 

The patient is responsible for the difference between the 
base lens and the Progressive Lens charge. 

Up to Lined Bifocal allowance. 

Standard Polycarbonate Covered in full for dependent children,  $33 adults No Benefit
High Luster Edge Polish $14 No Benefit
Solid Plastic Dye $13 (except (Pink I & II) No Benefit
Plastic Gradient Dye $15 No Benefit
Photochromatic Lenses $27-$76 No Benefit
Scratch Resistant Coating  $17-$33 No Benefit
Anti-Reflective Coating $43-$85 No Benefit
Ultraviolet Coating $16 No Benefit
Lasik or PRK Avg. discount of 15% off retail. See addtl features No Benefit 
***Lens Option member costs vary by prescription and option chosen. 

Monthly Rates for 01/01/17 – 12/31/17 
Enrollee Only $14.04  
Enrollee + 1 dependent $28.00  
Enrollee + 2 or more dependents $39.92  
 Premiums do not include the one-time $20.00 non-refundable processing fee due at the time of enrollment when selecting the Direct Annual Billing payment method. Processing fee is waived when 

selecting Monthly Auto-pay. For businesses with 5 or more participants, only one $20.00 non-refundable processing fee is required). Contact administrator for firm list billing options. 
 Premiums are guaranteed not to change before 12/31/17, and are subject to change thereafter. 
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Additional Focus® Vision features 

Contact Lenses Elective 
Allowance includes fitting, exam and lenses. The cost of the fitting and evaluation is deducted from the contact 
allowance. Allowance can be applied to disposables, but the dollar amount must be used all at once (provider will 
order 3 or 6 month supply). Applies when contacts are chosen in lieu of glasses. 

Additional Glasses 20% discount off the retail price on additional pairs of prescription glasses (complete pair). 

Frame Discount VSP offers a 20% discount off the remaining balance in excess of the frame allowance. 

Laser VisioncareSM 
VSP offers an average discount of 15% on LASIK and PRK. The maximum out-of-pocket per eye for members is 
$1,800 for LASIK and $2,300 for custom LASIK using Wavefront technology, and $1,500 for PRK. In order to 
receive the benefit, a VSP provider must coordinate the procedure. 

Low Vision With prior authorization, 75% of approved amount (up to $1,000 is covered every two years). 

VSP Network Choice Provider 
Network 

Find a VSP Network Choice provider at www.ameritasgroup.com 

Focus Vision – our fine print 

This plan has the following limitation: 
Some brands of spectacle frames may be unavailable at all locations for purchase as Covered Expenses, or may be subject to additional out-of-pocket expenses. Members 
may obtain details regarding frame brand availability from their treating provider or by calling VSP's Customer Care Division at (800) 877-7195. 
 
This plan does not cover: 

 More than one eye exam in the frequency as indicated on the plan summary page. 
 More than one pair of lenses in the frequency as indicated on the plan summary page. 
 More than one set of frames in the frequency as indicated on the plan summary page. 
 Services and/or materials not specifically included in the Schedule as covered Plan Benefits. 
 Plano lenses (lenses with refractive correction of less than plus or minus .50 diopter) except as specifically allowed in the frames benefit section of the Plan 

Benefits. 
 Services or materials that are cosmetic, including Plano contact lenses to change eye color and artistically painted Contact Lenses. 
 Two pairs of glasses in lieu of Bifocals. 
 Replacement of Spectacle Lenses, Frames, and/or contact lenses furnished under this plan that are lost or damaged, except at the normal intervals when services 

are otherwise available. 
 Orthoptics or vision training and any associated supplemental testing. 
 Medical or surgical treatment of the eyes. 
 Contact lens modification, polishing or cleaning. 
 The refitting of Contact Lenses after the initial 90-day filing period. 
 Contact Lens insurance policies or service contracts. 
 Additional office visits associated with contact lens pathology. 
 Local, state and/or federal taxes, except where law requires us to pay. 

 
This plan does not cover: 
Membership fees for any retail center in which an Affiliate or Open Access provider office may be located. Covered persons may be required to purchase a membership in 
such entities as a condition of accessing Plan Benefits. 

Retail Chain Affiliate Providers Available With Focus Plans 

Effective January 1, 2012, retail chain affiliate providers, which include Costco® Optical and Visionworks, give members added convenience and additional retail choices. 
Costco Optical has 400 locations across the country, while Visionworks manages nearly 400 optical stores in 37 states and DC, including well-known stores such as 
EyeMasters, Visionworks, Dr. Bizer’s VisionWorld, Eye DRx, and Hour Eyes, to name a few. Members enjoy a covered-in-full benefit experience with equivalent frame 
benefit at any of these retail chain locations. 



Rx Savings - Extra value for Ameritas plan members 

 It's no secret that prescription medications can be one of the biggest - and most important - health care expenditures a person, family or organization faces. Not 
to mention, when a person requires long-term maintenance medications, it can become a serious budgeting issue. 

 Our valued plan members and their covered dependents (even their pets) can save on prescription medications through any Walmart or Sam's Club pharmacy 
across the nation. This Rx discount is offered at no additional cost, and it is not insurance. 

 If your organization offers its associates health care pharmacy benefits, this no-cost Rx discount could save significant dollars. Walmart's pharmacies will give 
Ameritas plan members their normal health care pharmacy benefit, or the Walmart Rx discount, whichever saves more. 

 Members can get over 1,000 generic drug prescriptions at the everyday low price of $4.00, in addition to saving approximately 40% off all other generics and 10-
15% off most brand-name prescriptions. They can save even more with convenient home delivery mail-order service. 

 To receive the Walmart Rx discount, Ameritas plan members just need to visit us at ameritasgroup.com and sign into (or create) a secure member account. 
That's where they can access and print an online-only Rx discount savings ID card. 

 Also, when choosing eServices, your benefits administrator will have access to the online-only Rx discount savings ID card to assist members without Internet 
access. 

Group Dental/Vision Plan Open Enrollment Guidelines 

Your coverage begins on the first day of the month following the date your completed application is approved and initial premium payment is received. The initial coverage 
period is the date your coverage begins up to the next annual open enrollment date (January 1st), after which time continued enrollment for the next 12 months is automatic 
unless canceled in writing by you. 

When enrolling in this plan, you are agreeing to participate in the plan until the next plan annual open enrollment date (January 1st), except in the case of a qualifying event. 
Examples of a qualifying event include marriage, divorce, birth of a child, death of a spouse or child, and spouse’s termination of employment. Prior to the next annual open 
enrollment date (January 1st), you have the opportunity to change, add or cancel any of your benefits. In addition, you may add or change the dependents you cover under 
your benefits. Any changes you request will be made effective on the annual open enrollment date (January 1st) following receipt of your written request. 

Upon approval of your completed application and receipt of your initial premium, you will receive your Certificate of Insurance with your Approval letter via email. If you 
decide this coverage is not for you, simply let ISBAIA know in writing within 10 days of receiving the Certificate of Insurance. You will promptly be refunded your paid 
premium minus any paid claims. 

Participants whom terminate coverage, for any reason, will not be able to re-enroll for a period of 24 months from the last day of coverage. 

About the Indiana State Bar Association Insurance Agency 

The ISBA Insurance Agency is dedicated to provide comprehensive insurance services.  

Our insurance products have been specifically designed for ISBA members and their employees to provide the 
highest quality coverage at the lowest possible cost. The group purchasing power of the ISBA can help satisfy your 
insurance needs – at a price you can afford! Call ISBAIA at 1-877-647-2242 

 

Coverage Provided By: Ameritas Group Dental & EyeCare 

Ameritas Group, a division of Ameritas Life Insurance Corp. (Ameritas Life), a UNIFI company, offers group 
dental and eye care products nationwide. Since the very beginning, we’ve been doing what we love to do: 
enhancing the lives of millions of people. Through the years, we’ve honed our skills and improved our systems. 
That’s why we don’t have a one-size-fits all plan. We tailor our products and services to be just the right fit. Our 
process is very simple: we do whatever it takes to help our customers get the care they need. And whatever it takes 
includes: 

 Processing more than 3.6 million dental claims each year. 

 Having a claims processing turnaround time of 90% in 5-7 working days. 

 Being so meticulous that our accuracy of processed claims exceeds 99%. 

 Putting into place a high-tech electronic claims system specifically designed for processing dental 
claims. 

 Accurately processing customized deductibles, coinsurance levels, maximums and claim allowance. 

 

This document is a highlight of plan benefits provided by Ameritas Life Insurance Corp. as selected by your association it is not a certificate of insurance and does not include exclusions and limitations. For exclusions and 
limitations, or a complete list of covered procedures, contact the plan administrator. As a group plan, this plan is subject to changes in carrier, network, plan benefits, and premium rates. 

Ameritas Group, a division of Ameritas Life Insurance Corp. (Ameritas Life), a UNIFI Company, offers group dental and eye care products nationwide. Ameritas Group’s dental and eye care products (9000 Ed. 01-05) are issued 
by Ameritas Life. ©2008 Ameritas Life Insurance Corp. Ameritas, the bison symbol and “We’re Ameritas. We’re for people.” are registered service marks of Ameritas Life, UNIFI Mutual Holding Company or Ameritas Holding 
Company. VSP is a registered trademark of Vision Service Plan. 
 
This group plan is not available in the following states: Arkansas, Florida, Idaho, Louisiana, North Carolina, Oregon, and Washington, and New York.

 



Enrollment Instructions

1. Complete Enrollment Form

2. Payment Options

Payment Option 1 - Monthly Auto Pay
If you elect to pay by Monthly Bank Draft (ACH), you do not need to send any premium. Upon approval of 
your enrollment form, we will automatically draft your account on a monthly basis. Make sure to complete the 
Authorization section and include a VOIDED check.

Payment Option 2 - Direct Billing
If you elect this method, please make check or money order written out to Member Benefits, for the
premium required to pay your coverage through the end of the plan year (December 31st) plus the
one-time $20.00 Direct Billing fee*. You will be invoiced on an annual basis thereafter.

For example, if you are enrolling for the 7/1 enrollment date, you will need to submit 6 months premium plus the one-time 
$20.00 Direct Billing fee.

*The $20.00 Direct Billing fee is required for each primary enrollee that selects the Direct Billing payment method. The Direct 
Billing fee is waived when enrolling with a firm of 5 or more primary enrollees or when selecting Monthly Auto Pay. Contact 
administrator for Firm list billing options.

3. Fax or Mail Forms To:

Or Mail to:

ISBAIA
Attn: Dental/Vision Enrollment Processing
7645 Gate Parkway, Ste 101
Jacksonville, FL 32256

Make sure to complete the form in its entirety. Omissions, illegible print, failure to include all necessary requirements 
and correct payment amount or voided check could result in a delay of your coverage effective date.

Any questions? Call toll-free: 1-877-647-2242

PPO Dental/Vision Insurance for members of the
Indiana State Bar Association

You may use this form as a FAX COVER

Fax to: (904) 396-2091

Your Name: ______________________   Date: __________
Attn: Enrollment/Processing

IMPORTANT: All requirements must be received by ISBAIA no later than the last day of the month prior to 
your requested enrollment date. The initial coverage period is the date your coverage begins up to the next annual 
open enrollment date (January 1st), after which time continued enrollment for the next 12 months is automatic 
unless canceled in writing by you. Carefully make your benefit selections, as you will not be able to modify your 
elections until the next plan annual open enrollment date (January 1st), except in the case of a qualifying event. 

Upon approval, you will receive your Dental ID cards from Ameritas in the mail and an email from ISBAIA with 
notification of your effective date and your Certificate of Insurance (COI). Make sure to review the COI carefully. 
Be sure to understand all of your rights and benefits under the plan. If you are not completely satisfied, you may 
notify us in writing within 10 days of receipt and promptly be refunded your paid premium minus any paid claims.



3. Dependent Enrollee Information (To add additional dependents, please attach a separate sheet.)

1. Indicate Coverage Desired

2. Primary Enrollee Information PLEASE PRINT LEGIBLY (Please leave one blank box between each word)

Mail or Fax to: ISBAIA Dental Processing Dept.
7645 Gate Parkway, Ste 101, Jacksonville, FL 32256

Toll Free (877) 647-2242    Fax (904) 396-2091

PPO Dental/Vision Enrollment Form for Members of
Indiana State Bar Association

Name:
(Last, First, Middle)

(City)

(Street Address)
Mailing Address:

Social Security #:

(Zip)(State)

(Month) (Day) (Year)
Date of Birth:

Email Address:   (              )Phone #:

ISBA Member #: Name of Employer:

As an active member of the Indiana State Bar Association, or an employee of an active member, I hereby apply for group insurance, for which I am eligible. I understand 
that I am enrolling as a participant in a group plan. The plan provider, premium rates, and plan benefits may change. I have read and understand the conditions and 
plan limitations as described in the materials included with this enrollment form. I understand that coverage is effective on the next available enrollment date following 
approval of my enrollment form and receipt of my initial payment. I agree to enroll in the plan and pay premiums due up to the next annual open enrollment date (January 
1st), after which time continued enrollment for the next 12 months is automatic unless written notice of termination is received by ISBAIA prior to the next annual open 
enrollment date (January 1st).

If selecting Monthly Auto-Pay, I hereby authorize Member Benefits (MB) (billing third party administrator for ISBAIA) to initiate debit and credit entries to my Checking 
account and the Financial Institution named above to pay my insurance premiums. MB will not be held responsible for a policy lapse or cancellation due to nonpayment 
if withdrawal is prepared and not honored for any reason and amount due is not paid. I acknowledge that the origination of ACH transactions to my account must comply 
with the provisions of U.S. law. This authority is to remain in full force and effective until ISBAIA and the Financial Institution have received written notice from me of its 
termination in such time and manner as to afford ISBAIA, MB, and the Financial Institution a reasonable opportunity to act on it. I understand there will be a $20.00 service 
fee charged for any returned, unpaid or unauthorized transaction, initiated by MB for premium payment and unauthorized by my financial institution.

If I decide I do not want the contract, I may return it within 10 days after receipt with a written statement requesting termination of the contract. Upon return, the contract 
will be deemed void, and any money paid will be refunded minus any claims which may have been paid. If I terminate this contract or discontinue enrollment for any 
reason, I will not be able to re-enroll for a period of 24 months. To the best of my knowledge and belief, the information I’ve provided is complete and correct.

Primary Enrollee’s Signature:

X
Date Signed:

Monthly Auto-Pay. Include a VOID check with your application.

Direct Annual Billing. (Please make check or money order written out to Member Benefits for premium required to pay your coverage through 
the end of plan year (December 31st) plus the one-time $20.00, non-refundable Direct Billing fee.

Name on Checking Account: Name of Financial Institution:

Desired Enrollment Date:

Spouse:

Dependent:

Dependent:

Dependent:

Date of Birth:

Date of Birth:

Date of Birth:

(Month) (Year)
Date of Birth:

(Month) (Day) (Year)

(Month) (Day) (Year)

(Month) (Day) (Year)

(Day)

Plan Options:

  Member

  Male    Female

  Male    Female

  Male    Female

  Male    Female

(IMPORTANT: Your welcome letter & certificate of insurance will be sent to this email address)

Dental and Vision plans underwritten by Ameritas Group Dental & Eyecare.

  Employee

  Male   Female

  Preventive PPO Dental   Focus Vision

4. Please Indicate Your Payment Method

5. Read Carefully, then Sign and date

9-Digit Routing Number: Checking Account Number:

Checking Accountholder’s Signature:(if different than Primary)

X
Form ISBA-35486-2013-01 Group Plan not available in all states. Check for state availability.

(Last, First, Middle)

  Network Select PPO Dental   Freedom Choice PPO Dental

Please note, all requirements must be received prior to your desired enrollment date. Otherwise, your 
enrollment will automatically take place on the 1st of the month following receipt of all requirements.

(Month) (Day) (Year)

0 1
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our commitment
to your privacy

We value your trust. That is why we are committed to protecting 

your personal information. This Notice explains the way we use and 

protect your personal information. You do not need to take any action 

but you do have certain rights that are described in this Notice.  

UNIFI Companies

In addition to Ameritas Life Insurance Corp. and 

First Ameritas Life Insurance Corp. of New York, 

UNIFI Companies consist of the following affiliated 

companies, all of which offer their own Notice of 

Privacy Practices:

Acacia Federal Savings Bank

Acacia Life Insurance Company

Ameritas Investment Corp.

Calvert Group, Ltd.   

PRB Administrators, Inc.  

Summit Investment Advisors, Inc.

Summit Investment Partners, Inc.  

The Union Central Life Insurance Company

information we collect 

We collect information about you for the purpose 

of conducting routine business functions such as 

paying your dental and eye care claims. Following are 

examples of the types of customer information we 

may collect about you:

Personal identification and contact information 

such as your: 

• Name and address;

• Social Security number; and

• Date of birth.

Enrollment information such as your:

• Employment status; and

• Date of hire. 

Health information such as the claims information that 

you or your dental or eye care provider submit to us so 

that we can process your claims and assess your benefits.

how we gather
your personal information 

Most of the information we collect about you comes 

directly from you. You give us personal information 

when you enroll in your employer’s Dental and/or Eye 

Care plan. We also may receive information from:

• Your dental or eye care provider;

• Governmental agencies; and

• Independent reporting agencies.

how we use and share 
your personal information

We do not sell or share your information with outside 

marketers. However, we may share your information 

outside of UNIFI Companies for the following reasons:

• Service Providers. We may share information 

about you with service providers. Service providers 

are unrelated companies who perform business 

transactions for us. We require service providers to 

keep your information confidential. We prohibit them 

important notice of privacy of information practices
This Notice is provided on behalf of the Group Dental and Eye Care Division of Ameritas Life Insurance Corp. 
and First Ameritas Life Insurance Corp. of New York. 

ATTN. PLAN SPONSORS:  PLEASE POST 
OR DISTRIBUTE TO PLAN PARTICIPANTS
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from using your information for their own purposes 

or re-disclosing it to anyone. Disclosures to service 

providers are a part of our business operations. You 

may not opt-out of these disclosures.

• Required by Law. Sometimes the law requires us 

to share customer information such as in response to 

a valid summons, court order, search warrant or sub-

poena. We must comply with the law and therefore 

you may not opt-out of these disclosures.

• Agents and Brokers. We may share your informa-

tion with your agent or broker so that they may 

provide you with efficient and superior service. Your 

agents and brokers understand the importance of your 

privacy and they are required by law to maintain your 

privacy and safeguard your information. We require 

our agents and brokers to follow our policies in order 

to keep your personal information private and secure. 

You may not opt-out of these disclosures.

Health or Medical Information

We will not release your medical or health informa-

tion to anyone unless we are permitted or required by 

law to do so. When we are not permitted or required 

by law to disclose your health or medical information, 

we will not do so without your written authorization.

Examples:

• Permitted by Law:  The law permits us to exchange 

information with your health care provider in 

order to process your claims and facilitate payment. 

• Required by Law:  The law requires us to disclose 

your information under a valid court order. 

your rights 

You have the right to receive a copy of this Notice 

at least once each year while you are our customer. 

This Notice is also available on our website. You 

may request an additional copy by writing, e-mailing 

or calling the UNIFI Companies’ Privacy Office as 

indicated at the end of this Notice.  

You have the right to review the information that we 

have about you. You must make this request in writ-

ing and include your full name, address and policy or 

account number. We may charge you a reasonable fee 

for the copies you request.

You have the right to request that we make correc-

tions to the information that we maintain about you if 

you believe that our records are incorrect. All requests 

must be in writing.

we safeguard 
your personal information 

We maintain physical and electronic safeguards for 

the protection of your personal information. We 

restrict access of your information to our employees 

and agents who need it to perform their jobs. Our 

employees and agents understand the importance of 

these safeguards. We have trained them in the proper 

handling of your personal information.

former customers’ 
personal information

The policies and practices described in this Notice 

apply equally to current and former customers. When 

you are no longer a customer, we will maintain your 

information for the period of time required by law and 

then it is destroyed. As a former customer, however, 

you will not receive our annual Privacy Notice.

our privacy policies

This Privacy Notice summarizes the Official Privacy 

Policy of UNIFI Companies identified on the first 

page of this Notice, which became effective on 

January 1, 2006. We are required by law to send you 

our Privacy Notice at least once each year. This Notice 

complies with all applicable laws and regulations. 

If your State’s privacy law requires more restrictive 

practices than those described in this Notice, we will 

apply the more restrictive practices to your informa-

tion. We may make changes to our Privacy Policies 

from time to time. However, if we make a change that 

impacts the accuracy of the sharing practices that are 

explained in this Notice, we will provide you with a 

revised Privacy Notice within thirty days. 

Special Note to our Group Dental and Eye Care 

Plan Sponsors and Participants: 

Our Group Dental plans and our Group Eye Care plans 

must also comply with the privacy requirements of the 

Health Insurance Portability and Accountability Act 

(HIPAA). Our Notice of Protected Health Information 

Practices more specifically describes our privacy poli-

cies with regard to your information.  You may contact 

our Privacy Office to request an additional copy.

You may contact us at:

UNIFI Companies Privacy Office

P.O. Box 81889

Lincoln, NE 68501-1889

1-888-284-7844

privacy@ameritas.com




