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The following applies to all companies and products
The companies listed on this Employer Group Application, severally or collectively 
as the context may require, are referred to in this application as we, us and our.
You, the participating employer, policyholder, contractholder, or group plan 
sponsor, intend to establish, sponsor, and endorse an employee benefit plan 
which will be governed by Employee Retirement Income Security Act of 1974 
(ERISA). You are the ERISA plan administrator.
Small employer means a person, firm, corporation, partnership or association 
actively engaged in business, which employed an average of at least two but not 
more than 50 employees on business days during the preceding calendar year 
and who employs at least two employees on the first day of the plan year, unless 
otherwise provided under the state law. Entities that are affiliated companies 
or that are eligible to file a combined tax return for the purpose of taxation, are 
considered one employer.
You agree to make available your records which we determine are relevant to 
this application and group coverage for inspection by the Trustee, Administrator, 
us or our representative during your normal business hours.
As claims administrator with authority to make claim determinations as 
described in Section 503 of ERISA, we may make decisions under the Policy or 
Group Plan with respect to determining eligibility for coverage and paying claims 
for benefits, including deciding appeals of denied claims. 
You understand and agree that failure to remit and pay premium when due 
will be considered a default in premium payment, and that coverage will 
be terminated by us, following a grace period of 31 days from the date of 
non-payment of premium. We may terminate your coverage according to the 
termination section of the Policy or Group Plan. Except for non-payment of 

premium or when a group or individual is not or has not been eligible for 
coverage, you will be provided with a 30 day advance written notice, unless a 
greater period is expressly specified in the Policy. If coverage is terminated by 
us for non-payment of premium, you will still owe and we will collect all due 
premium including premium for the grace period.
You understand and agree that your coverage is renewed on a monthly basis 
subject to timely payment of premium. We reserve the right to change the 
premium rates on any premium due date, as permitted by applicable law, after 
your insurance has been in effect under the Policy for six consecutive months. 
You will receive advance written notice.
For you to remain eligible for the Policy or Group Plan, the eligibility, 
underwriting and participation requirements must be maintained, for each 
respective coverage. Failure to maintain the plan eligibility, underwriting and 
participation requirements will terminate your coverage under the Policy or 
Group Plan. Other termination provisions are stated in the Policy or Group Plan.
Based upon our standard underwriting practice, we may require an employee 
or dependent to submit Evidence of Health Status. We have the right to use 
the information provided by you and any applicant (employee or dependent) 
to determine whether coverage will be provided, to determine eligibility and to 
establish appropriate premiums. Any health related information that has been 
provided will not be used to decline medical coverage unless permitted by law.

Dental PPO and Traditional Preferred plans insured or  
administered by HumanaDental Insurance Company or Humana 
Insurance Company. Dental prepaid plans and AdvantagePlus 
dental plans offered and administered by CompBenefits Dental, Inc. 
CompBenefits Vision plan insured and administered by CompBenefits 
Insurance Company.

The following applies to medical products insured by Humana Insurance Company
You, the participating employer, apply to participate in the Employers Health 
Insurance Benefits Trust (No. 1 and/or No. 3) for insurance coverage, which may 
be modified from time to time, as underwritten  
by us.
If you are accepted, you acknowledge and agree on behalf of all persons who 
obtain insurance coverage through or under your application to the Trust, that 
the Trust Agreement, the provisions of the Trust, or any other written instrument 
the trustee signs on behalf of the Trust are fully binding upon you. The principal 
duties of the trustee are to hold the insurance policy(ies) through which 
insurance coverage is provided for employers in accordance with the terms of 

the Trust Agreement or any other written instrument which the trustee signs on 
behalf of the Trust.
The Trust Agreement, any other written instrument and the insurance policy(ies), 
are available for inspection by you or by any covered person through or under 
your participation in the Trust, during normal business hours at our home office. 
You further understand and agree that the Trust and Trustee are not insurers.
You may withdraw from the Trust at any time subject to certain premium 
obligations described in the Employer Agreement section, thus terminating your 
insurance coverage, provided written notice of termination is received by us prior 
to the requested termination date.

HMO plans offered by Humana Health Plan, Inc. PPO, Classic 
medical plans, Life and Short-Term Income Protection plans 
insured or administered by Humana Insurance Company.
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HumanaDental ILLINOIS
EMPLOYER GROUP APPLICATION

Group Information
How much will you contribute to premium?  Employee ___________%    Dependent ___________%

Are you offering dental coverage to retirees?  m  No  m  Yes     If yes, required age:	 Minimum years of service:

Did you have prior group dental coverage?  m  No  m  Yes 
	 If yes, submit most recent carrier billing with effective and termination dates.

Did your prior dental coverage include orthodontia?  m  No  m  Yes

Will your employees have access to another carrier’s dental coverage by virtue of their employment with you?  m  No  m  Yes 
	 If yes, name of carrier:

Please refer to your proposal to complete this application. This document will form part of any contract issued.
Print clearly in black ink, and answer all questions or indicate “not applicable.”

Plan Selection

Plan 1 Plan 2

Plan Name (as shown on your proposal)

Coinsurance: Participating (In) : % ____/____/____
Non-participating (Out): %____/____/____

Participating (In) : % ____/____/____
Non-participating (Out): %____/____/____

Deductible: Participating (In): 	 $
Non-participating (Out): $

Participating (In): 	 $
Non-participating (Out): $

Annual Maximum: $ $

Preventive Services Deductible Options: m  Apply Deductible
m  Waive Deductible

m  Apply Deductible
m  Waive Deductible

Periodontic/Endodontic Options: m  Basic
m  Major

m  Basic
m  Major

Orthodontia Options: m  Child Only:  Lifetime Orthodontia Maximum   $__________________
m  Adult And Child:  Lifetime Orthodontia Maximum   $__________________

Composite Fillings for Molars: m  No  m  Yes m  No  m  Yes

Implant Coverage: m  No  m  Yes m  No  m  Yes

Out of network reimbursement options: m  Maximum allowable fee 
m  In-network fee schedule

m  Maximum allowable fee 
m  In-network fee schedule

Open Enrollment: m  No  m  Yes

Underwriting Requirements
•	 Underwriting approval is required to offer more than one dental  
	 carrier to your employees.

•	 Dental coverage is available to employers with two or more enrolled  
	 employees.

•	 If the only employees of a two-life group are husband and wife, each  
	 must enroll separately as an employee and maintain eligibility. The  
	 group is only eligible if a bona fide business entity exists.

•	 Minimum employer contribution toward employee premium is 25%.  
	 This minimum does not apply to Voluntary coverage.

•	 Retiree coverage is available to employers with 26 or more enrolled  
	 employees.

•	 Minimum age for retiree coverage is 65 for employers with 26 to 50  
	 enrolled employees and must be at least 50 for 51+ enrolled  
	 employees. 

•	 Excluded class options: hourly, salary, union, non-union, management,  
	 non-management.

•	 If you do not maintain eligibility, underwriting, and participation  
	 requirements, we will terminate your coverage.

Participation requirements:

Eligible Employees	 Participation

2+ (Employer Pays 100% of Premium)	 100% 

2+ (Employees Contribute to Premium)	 75% 

2+ Eligible Employees with Spousal Waiver	 50% 

Voluntary Participation Requirements:

Eligible Employees	 Participation

Traditional Preferred, PPO, Preventive Plus
2+ Employees	 Two enrolled employees or 25% 
		  whichever is greater.

Advantage Plus
10+ Employees	 Ten enrolled employees or 25%  
		  whichever is greater

Prepaid
2+ Employees	 Two or more enrolled employees

Prepaid with orthodontia coverage
10 + employees	 Ten or more employees

Is this a SmartSuite selection?  m  No  m  Yes


