
Delta Dental  

Davis Vision Plan 
 

 

Employer Application 

  DENTAL COVERAGE  VISION COVERAGE 

 DeltaCare  DC I  DPO Emerald 10  Designer 
Applying For:  

 DeltaCare  DC II  DPO Diamond 15  Premier 

  DeltaCare  DC III   

Enrollment Acknowledgement 

 
______________________________________________________________________________ (_____)_________________ 
Firm Name: Phone 
 
______________________________________________________________________________  _______________________ 
Street Address:      City           State     Zip E-mail Address 
 
_______________________________ ________ ______________ ________________________________________ 
Exact Nature of Business SIC Code In Business Since  Whom do we contact at the firm for information? 
 
I certify that I have read the Program provisions and highlight sections, understand them, and have enrolled all eligible employees and 
their dependents in accordance with the program’s requirements.  I have discussed coverages, eligibility, and expenses not covered 
with my broker and understand them fully. 
 
I certify that this is a bona fide business with a legitimate business purpose and that a true employer-employee relationship exists with 
the individuals designated as employees.  I understand that any false statements made in this application constitute the legal basis for 
termination or cancellation of coverage retroactive to the effective date, and denial of all claims incurred.  A DE-6 (California State 
Quarterly Wage Report) form, for groups of fewer than 10 employees, for the most current quarter is enclosed, and if requested, future 
DE-6 filings will be provided. 
 
EMPLOYER CONTRIBUTIONS – All eligible employees working 24 or more hours per week must enroll for coverage (or as mirrors the 
eligibility under your medical plan), unless they have other group dental/vision coverage in effect.  To encourage continuing employee 
participation, the Employer must pay 100% of the employee cost.  Employer Contribution for Dependent Coverage is:   under 50%   

 over 50%.   
Employee coverage and dependent coverage will terminate on the earliest of the following dates: (1) the date the employee ceases to 
be an eligible employee or the date the dependent is no longer eligible as a dependent under the Program; (2) the date the Master 
Group Dental Service and/or Master Group Vision Contract is terminated; (3) the date the employer terminates the coverage by failing 
to pay the required premium.  The benefits are subject to all conditions and limitations of the Program. 
 
Classes of Employees Not Eligible____________________________________________________________________________________________ 
 
___________________ 
Total No. Of Employees  
on Payroll 

___________________________ 
Total No. Of Full-Time Employees 
on Payroll 

_________________________ 
Employer’s Federal Taxpayer ID 
Number 

________________________ 
Requested Effective Date 
(Must be 1st of the month subject to 
approval) 

 
Dated _________________________________ 

Month   Day   Year 

  
By:_______________________________________________________ 

Signature of Company Officer 
 

Administered By: 
 

PacFed Benefit Administrators, Inc. 
1000 N. Central Avenue, Suite 400 

Glendale, California 91202 
(800) 308-5443 

 
 
____________________________________________________ 
                         Print Name  



Employer Trust Acceptance 
 
 
Legal Name of Firm: __________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
Street Address                        City                          State                      Zip               County 
 
TRUST DISCLOSURE STATEMENT 
 
The undersigned Employer understands that by adopting one or more plans in the Multi Benefit Plans Trust that it is 
establishing an employee welfare plan for its employees.  The Employer’s plan is funded through the Multi Benefit Plans 
Trust, which the Employer joins.  The service providers, issue a Master Group Service Contract to the Trustees of the 
Multi Benefit Plans Trust.  These service contracts define and provide the employee benefits selected by the Employer. 
 
The Multi Benefit Plans Trust receives payments from the Employer and remits these dues to the Service Providers.  A 
portion of each contribution is retained by the Administrative and Marketing Contractors for the Multi Benefit Plans Trust. 
 
By signing this Association and Trust Membership Sub-Agreement, and if approved by the Trustees, the Employer 
becomes a Trustor of the Trust.  The Employer thereby subscribes to and agrees to be bound by all the terms and 
conditions of the Trust Agreement and Service Contract(s).  The Employer further agrees that the Trustees shall not be 
liable to any Participating Employers, to any person covered, or to anyone else in connection with the operation of the 
Multi Benefit Plans Trust. 
 
The Employer additionally agrees to pass on all communications from the Multi Benefit Plans Trust to covered employees.  
The Employer further agrees that any and all disputes shall be resolved through arbitration that will be binding on all 
parties.  The Employer further agrees that the initial term of this Agreement shall be one year and will automatically renew 
each year thereafter provided dues are paid when due. 
 
 
Dated _________________________________ 
     Month   Day              Year 

 
By:______________________________________________ 

Signature of Company Officer 

 
 
_________________________________________________ 

Print Name 

Producer’s Statement 
I hereby certify that I hold a valid Life, Accident & Health Insurance License issued by the State in which this document is 
executed.  I also certify that I understand the information contained herein and affirm that it is correct.  Furthermore, I 
certify that: 

1) This is a bona fide firm eligible to participate in the Multi Benefit Plans Trust 
2) Employee and dependent participation requirements have been met and were explained to the Employer 
3) Coverages, eligibility, and exclusions have been explained to the Employer. 

I also certify that I have made no warranties, alterations or modifications to this Program. 
 
Is this Employer currently covered under an existing dental or 
vision plan? 

 Yes  No 

If yes, please indicate the current carrier________________________________________________________________ 

________________________________________________ 
Producer’s Signature 

        _______________________ 
Date:  Month     Day      Year 

 
 

________________________________ 
Producer’s Name (Print) 
 

______________________ 
Social Security Number 

(______)_______________ (______)______________ 
Phone No.  Fax No 
E-mail address:___________________________________ 

 
_________________________________________________ 
Company Name 

 
______________________________________________________ 
 Tax Payer ID No.  

 
___________________________________________________________________________________________________________ 
Address  City  State  Zip 
 

Indicate who should receive commissions 
 

Insurance License No.   Producer  Company  Name of General Agent if Applicable  
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