
 

      CoPower ONE™    Delta Dental of New York, Inc. 

       GROUP DENTAL APPLICATION 150 East 58th Street, 24th Floor 

     New York, NY 10155 

     800-471-7091 
 

APPLICANT INFORMATION    

Name of Applicant: Fed. ID/TIN: 

Contact:  Phone: 

Email:  Fax: 

Address: 

City:  State: Zip Code:  County: 

Industry Type: SIC: 

Billing Address, if different: 

Billing Contact: Phone: Fax: 

Billing Email: 

Situs State: New York Group Type: Employer Contact Type: Non Retention Length of Contract: 1 year 

Proposed Effective Date: 

Recipient of Electronic Documents and Notices:   Applicant           Other (provide name and email, address, or fax number): 

 

I, the Contract holder, authorize the broker to manage eligibility on my behalf:          Yes           No 

Name of prior dental carrier: 

DELTA DENTAL PPO™ BENEFIT DESIGNS – Underwritten by Delta Dental of New York 

 GOOD BETTER/BETTER PLUS BEST 

Select a Dental PPO plan PPO: 

       $1,000 Delta Dental PPO 

Minimum Participation Based: 

        MPB $1,500 Delta Dental PPO 
        MPB $1,500 Delta Dental PPO 
        + Ortho 

PPO (Better): 

       $1,500 Delta Dental PPO + 
       Ortho 

PPO Plus Premier (Better Plus): 

        $1,500 Delta Dental PPO Plus 
        Premier + Ortho 

PPO Plus Premier: 

       $2,000 Delta Dental PPO     
        Plus Premier + Ortho 
 

DeltaCare® USA BENEFIT DESIGNS – Underwritten by Delta Dental of New York 

Select a DeltaCare USA plan          13B 
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DELTA DENTAL’S DUAL CHOICE BENEFIT DESIGNS 

    Dual Choice – Choose any one Delta Dental PPO plan (except MPB plans) and the DeltaCare USA 13B plan from     
above 

    Dual Choice MPB – Choose any one Delta Dental PPO MPB plan (MPB or MPB with ortho) and the DeltaCare USA 
13B plan from above. 

CONTRIBUTION AND PARTICIPATION 

PPO Employer Contribution and Participation Requirement (check one):  
 

     100%            75%-99.9%           50%-74.9% (groups 51-99)         0%-49.9% (groups 51-99) 
      All eligible employees         75% of eligible employees          75% of eligible employees          or 0-74.9% (groups 2-50) 
 
For groups with 5 or more eligible employees: Enrollment may not be less than the greater of the percentage listed 
above or 5 primary enrollees. For groups with 2-4 eligible enrollees: Enrollment may not be less than the greater of 
the percentage listed above or 2 primary enrollees. 

DeltaCare USA Employer Contribution Requirement (check one):  
 

       At least 75% for employees and dependents         At least 75% of employees        Less than 75% of employees 
 
Enrollment may not be less than 2 primary enrollees.  

Rates and Enrollment Second Plan if Dual Choice is Selected 

        Monthly #Primary   Total 
          Rates Enrollees 

        Monthly #Primary   Total 
          Rates Enrollees 

3 Tier 

EE Only  $      x         =  $ 
EE+1  $      x         =  $  
EE+2 or more    $      x         =  $ 

EE Only  $      x         =  $ 
EE+1  $      x         =  $  
EE+2 or more    $      x         =  $ 

                TOTAL: $                 TOTAL: $ 

ELIGIBILITY INFORMATION 

Census Date (fill in the total # of primary employees for each of the applicable boxes, listed below): 

# of Eligible Employees:  

PPO* DeltaCare* 

# of Enrolled Employees:  # of Enrolled Employees:  

Eligible Individuals (check applicable boxes):        Eligible Employees           Retired Employees:  

Eligible Dependents (check applicable boxes):        Spouse         children           Domestic Partner            Others 

Eligible Requirement (check one):        Date of hire First of the month following date of hire 
     First of the month following __________ days of employment  

*If electing Dual Choice populate both PPO and DeltaCare enrolled employee fields.  
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Executed this _____  day of _______________ 20____, for the Applicant at __________________________________ 
                  (City and State) 
By : ___________________________________________ Signature: __________________________________ 
  (Print Name and Title) 
 
Delta Dental Authorized Signature: ____________________________________________________ 
     Michael G Hankinson, Esq., EVP, Chief Legal Officer 

BROKER/AGENT INFORMATION 

Broker/Agent Name:         State License:  

National Producer Number:  

Contract Email:  Phone:  Fax:  

Company Name:  SSN/TIN:  Is Company Inc.?       Yes          No 

Commission Mailing Address:  City: State:            Zip:  

Commission(s):  Payable to:  

Broker/Agent Signature: _______________________________________ Date: _______________  
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ELECTRONIC DELIVERY OF DOCUMENTS TERMS AND CONDITIONS 

       Applicant has reviewed the Electronic Delivery Terms and Conditions above and consents to have contract-
related documents provided electronically.  

Delta Dental Administrator’s Use ONLY   Application accepted on: _____________________________ 
 
Delta Dental PPO Group #: _____________________ TPA Employer #: ____________________________________ 
DeltaCare USA Group #: _______________________ TPA Employer #: ____________________________________ 
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CoPower ONE VSP Program (New York) 

Group Information                 CoPower communications is by electronic mail.  

Company Name:  DBA: 

Street Address:  

City:  State:  Zip:  

Billing Address (if different):  

City:  State:  Zip:  

Contact Name:  Title:  

Email:  Phone: Fax: 

If you wish to opt out of Email communication, check this box SIC Code (required): 

Type of Business:  Tax ID #:  Date Business Established:  

Employer is a:       Partnership           Corporation      Sole Proprietorship 
  Public Agency       Other (please explain):  
 

Requested Effective Date: HR360 Enrollment      Yes      No 
(Free Online HR Support) 

 

Vision Service Plan (2-1000)  

Total # of Employees:  Total # of Eligible Employees:  Total # of Enrolling Employees:  

Employer Contribution  Employee: __________   Dependent: ______________ 
    (100% for all plans except voluntary) (minimum 0%) 

Prior Carrier: ____________________ 
     None 

       CoPower ONE Good          CoPower ONE BEST           CoPower ONE Vol 
       Choice Plan A 12/24/24       Choice Plan A 12/12/12       Choice Enhanced B 12/12/12 
 
        CoPower ONE Better 
        Enhanced Plan B 12/12/24 

Cancel Date: _____________________ 

 

Group Eligibility Information / Carve-Out / COBRA  

Is the new hire waiting period waived for initial enrollments? 
        Yes           No 
Eligibility begins on the first of the month following:  
        Date of Hire          1 Mo.       2 Mo.       3 Mo. 
        Days: _____          Other: _______________ 

 

Is this group a class carve-out?         Yes         No 
 

If yes, state the class of employees to be covered: 
 

Is your group currently subject to Fed-COBRA            Yes           No 
 

    Fed-COBRA: Employed 20+ eligible employees on at least 50% of    
    its working days in the previous calendar year* 
 
 

*Visit www.dol.gov for more COBRA eligibility information.  

 

Administrative Fee Policy – Charged monthly  

$15 – VSP (2-4 Groups receive a 1 year discounted rate of $10 
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Invoices If you wish to opt out of E-mail invoices, check this box 
Contact Name ____________________________________Email address __________________________________ 
The above information will be used to authenticate access to the invoice. You must notify CoPower if this contact or 
e-mail address changes. 
 

Initial Payment   Do you wish to have your initial payment debited from your company account? 
      Yes – Please complete the bank information below and enter the premium amount 
 No – Please submit a company check made payable to CoPower.  
 
 

Ongoing Payment   Do you wish to have your monthly invoice amount automatically debited from your company 
account?  

 Yes – Please complete the bank information below. (Allow up to one billing cycle to process your request. You 
must continue to submit your payment until your invoice indicates that the amount due will be debited from 
your account.)  
No 

 

Bank Account Information (must be a Checking Account)  
Account Holder’s Name (if different from above): ______________________________________________ 
Name of Bank:  ____________________________________ 
Bank Address:  ______________________________________________ 
Bank Routing Number: ________________________   Account Number:  ____________________________ 
Prem Amount – Number (e.g. $50): $ _________   Prem Amount – Written (e.g. fifty dollars) ______________ dollars 
 

I hereby authorize CoPower to initiate debits from the account identified above. I understand it remains in effect until 
I give written notice to CoPower, which I must do by the 25th of the month prior to the month coverage. If I want to 
change the banking information that CoPower debits, I will submit a new Direct Debit Authorization form by the 25th 
of the month prior to the month of coverage. In the event a debit is made to my account in error, I authorize CoPower 
to make a correcting entry to my account. CoPower will notify me of payments returned for insufficient funds or close 
accounts, and repayment instructions. 

Employer Signature 

My Signature on this document certifies that all of the information contained in this application is true and correct to the best of 
my knowledge. I confirm that all enrollees are eligible employees, COBRA participants, and/or their dependents. In addition, my 
group complies with all the rules and regulations as set forth by the applicable carrier(s). 

Signature of Company Officer: _______________________________   Date: ________________ 

Name (print):       Title (print):  

 

Producer Statement 

(Must be completed for commissions. Producers (agent or agency) must have a signed Producer Agreement with CoPower). 

Producer Signature:  Producer Signature:  

Producer Name (print):  Producer Name (print):  

Federal Tax ID or SSN:  Federal Tax ID or SSN:  

Company Name:  Company Name:  

Address:  Address:  

City:  City:  

State:             Zip:                       Date: State:             Zip:                       Date: 

Telephone:    Fax:  Telephone:    Fax:  

Email:  Email:  

Make commissions payable to:         Producer         Agency Make commissions payable to:         Producer         Agency 

Multiple producer split?      Yes       No   Multiple producer split?       Yes       No   

Percentage of split:              % Percentage of split:              % 
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APPLICATION FOR GROUP INSURANCE 
First Unum Life Insurance Company 
2211 Congress Street ▪ Portland, Maine 04122 

 

 

Name of Applicant ___________________________________________________________________________________________ 
 

Address: ___________________________________________________________________________________________________ 
       (Street) 
 

 _____________________________________________     ________________________________    _________________________ 
   (City)            (State)               (Zip) 
 
Applies to the First Unum Life Insurance Company, for:  
 

   
 Group Short Term Disability Benefits       Group Life Benefits   

      Group Accidental Death and Dismemberment Benefits   Group Long Term Disability Benefits 

  
      Group Specified Disease Benefits 

       

 Group Accident Benefits (This is a limited benefit plan and does 
 not provide comprehensive hospital, surgical, or medical coverage). 

Policy Effective Date: _____________________  
Is there medical insurance in force for employees:         Yes         No 
 
Policyholder confirms and understands that a Group Accident Benefits Policy provides accident only coverage and does not provide 
hospital, surgical or medical coverage.         Yes         No 
 
Policyholder confirms and understands that a Group Hospital Confinement Indemnity Policy is a supplement to health insurance and is 
not a substitute for major medical coverage or other minimum essential coverage.       Yes           No 
 
Is there any group life insurance plan in force or being applied for on some or all employees?         Yes        No 
If yes, compete the following or list the prior carriers: 
 

Employee Class Maximum Amounts Name of Carrier Effective Dates Termination Dates 

     

     

 
 

 

 

 

______________________________________________________________ 

By: _______________________________ __________________________ 

 

Signed at ____NOT REQUIRED_________  
                           (City and State)                                                                                      (Applicant) 
 
On ________________________________   

        (mm/dd/yyyy)      (Signature and Title) 

Broker Name: _______________________________   Broker Signature: _______________________________________________ 

SS# / Tax ID# (last 4 digits): ____________ 

 
 
  

First Unum Life Insurance Company 

Group Cancer Benefits 
Group Hospital Confinement Indemnity Benefits 
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