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Dental Statistics

» 92% of adults 20 to 64 have had
dental problems in their permanent
teeth.

e 26% of adults 20 to 64 have
untreated decay

* Only 57% of the total population
have dental coverage.

» ‘“Lack of insurance” is the most
commonly cited reason for not
visiting the dentist.

Source:
National Institute of Dental Research
NADP Joint Dental Report 2009




Dental Coverage




Vision Statistics

62% of adult population in the United
States uses prescriptive eyewear, only
48% have a vision exam every year or
less

The number of visually impaired people
likely will double by 2030 according to
VisionWatch

1 out of 4 children have vision problems

Eye exams help detect several
preventable and treatable diseases such
as: Glaucoma, high blood pressure and
Diabetes.
* Glaucoma is the leading cause of
blindness in the United States.
» Diabetics are 25 times more likely to
become blind than non-diabetics

Source: EyeCareAmerica.org



Vision Coverage




Hearing Statistics

* Men are more likely than women to report
having hearing loss

* Among adults aged 70 or older with hearing
loss who could benefit from hearing aids,
fewer than one in three (30%) has ever used
them. Even fewer adults aged 20 to 69
(approximately 16%) who could benefit from
wearing hearing aids have ever used them

» At present, health benefits plans rarely include
coverage for hearing aids so that consumers
pay for hearing aids as an out-of-pocket
expense (or forego purchase entirely)

* No states mandate that private health benefits
plans provide hearing aid coverage for adults,
and only seven (7) mandate any kind of
coverage for children

Source: NADP Joint Dental Report 2009




Hearing Coverage




The Importance of DVH

Always a great door opener, “Who do you have your dental with?”
According to LIMRA, DVH is the #1 product asked for by customers.

* Prevent unforeseen situations
that are painful, inconvenient
and expensive!

* Protection of your client’s
savings

» Basic Medicare does NOT
cover dental, vision or hearing
expenses.

* Clients see the value of
premium investment




Product Highlights

» Choose your dentist or service provider — NO

NETWORKS :
 Competitive Family Rates (Includes maximum of $1,000 - $1,500 policy year
3 children) benefit option available

e Individual 18 — 75 » Guaranteed Issue

» Guaranteed renewable to age

Plan Benefits * 80.*

*Subject to our right to change premiums

Eligibility Anyone age 18- 75
Policy Year $1,000 or $1,500
' Vision Cove
Maximum Benefit (chase one) Lo
Basic eye exam ar eye Year 1 - G0k
refraction, including the cost of Year 2 - TO%
Policy Year Deductible 5100 per persen eye glasses or contact lenses Yaar 3 and thereafter - 80%
Dental Coverage ¢ monthe
Waiting Period
Preventive Services Year 1 - 0% on eyeglasies and contact lenses
Semi-Annual exams, cleaning Year 2 - 70%
and x-rays. Year 3 and thereafter - BO%
Hearing Coverage
Waiting Period Hone
Basic Services oL AL m:: ﬁ
- necessary repairs or supplies
Including s-ray [other than E:: : _ﬁ Year 3 and thereafter - 80%
“full miowth ), fillings and Year 3 and t frer - BO%
extractions 12 manths
Waiting Peri Waiting Period new hearing alds and
S None existing hearing aid repairs
Major Services Yaor 1 - 0% _—

Including bridges, crowns, full Voar 2 - ! Refer to your policy for a complete description of limitations and
dentures or partials, full mouth exclusions.

. Year 3 and thereafier - 80%
extractions, and root canals

Waiting Period 12 months




Our Competitive Rates

¢ Family rates include up to thre

children are charged the age 3 - 17 rate per person.

$1,000 Policy Year Maximum

Age Premium
3-17 518.75
$1,500 Policy Year Maximum
3-17




www.lIfeproposals.com






lgarza@manhattanlife.com



State Availability




Agent’s Guide

Review our
Agent’s Guide
for detailed
underwriting
guidelines.




Manhattan Direct

Our convenient online
application is available for
you or your client to
complete from the comfort of
your home.







For assistance, please contact:

\ Alan Vala
\ l 10777 Morthwest Fray
~ > 4 Houston, TX 77082

AF t’ H T TA N - & 800-089-2030 & 713-520-5200

L1 DI RECT

E% marketing@manhattaniife.com

Dental, Vision & Hearing Insurance

A plan with choices for you and your family

Aseasyas1..2. 3

1. Tell us about you 2. Get a Quote ‘ 3. Apply Online ‘

Tell us about you
Applicant: *[5ef_ ~|  Birth Date: *[01/01/1330 | 35 Year  Gender: *[Male  ~|  Tobacco User?:

State: Payment Mode: * [ Monthly ~|  Effective Date: * [06/15/2015
Plan Name: Plan Premium:
(0 %4,000 Benefit §25.00
(®)%4,500 Benefit $33.00

Applicant's Information
Name: | |* D [Lestiame " gENITING jrl:l Gender: * Weight: © l:l Ib
Height: * [Select Y[ [0 %] Marital Status: * [Selest_v]

Email: | | Home Phone: * I:l Work Phone: I:l

Employer's Name: 1r| | Occupation/ Duties: Jlr| |

Hired Date: * |:|

Residential Address

Address 1: * | | Address 2: | =

State: Jr|T>(- Texas e Zip: ‘| |

Mailing Address []Same as Residential Address

Address 1: * | | Address 2: | | city: *|

State: * [Select v ozt ]




Premium Payer M Other than Applicant

Name: [First Mame D Last Name

Address: | | city| | State: | Zelect ¥ zip|
Phone: I:I Email: | |

Payment By: *[Select V]

General Questions

a=Do you, or any proposed insured persons, have any dental, vision, or hearing OYes ONo *
insurance currently in force?

b= Is the insurance applied for intended to replace any existing insurance with this or any OYesONo *
ather company?

If ¥es, please provide type of contract or policy number and name of company:
| |

c= If replacement is involved, have you received a replacement form (in states required by OYes ONo *
law)?

Mail To: *

Name: *| |  Address 1-*| |

Address 2| | city*[ | State: *[SelectState vlozipt[ ]

Special Request:

Email Consent Authorization

® | give my written consent to allow the Company to communicate with me by email to the address(es) listed
below. | confirm that | have authorization to provide consent for email to the email address(es) that | provide below
and further agree to indemnify and hold harmless the Company for any action or loss arising from any incorrect or
false email address(es) provided below. | acknowledge that, should | desire to revoke this wrtten authorization, |
will inform the Company, in writing, of such revocation.

Primary Email Address: * Secondary Email Address:

MNote: The applicant electing to sllow for notices and communications to be sent to the electronic mail address provided by the policyholder should be aware that the insurer nightfully
considers this election to be consent by the applicant that all notices may be sent electronically, including notice of non-renewsal and notice of cancellation. Therefore the applicant should
be digent in updating the electronic mail address provided to the insurer in the event that the address should change.

Ol decline to give consent to the Company to communicate with me by email.



Insured's Authorization

To the best of my knowledge and belief, all of the answers to the questions contained in this application are true and complete, and |
understand and agree that: (a) the insurance shall not take effect unless and until the application has been accepted and approved by the
Company, the full first premium has been paid, and the policy has been delivered to the applicant; and, (b) cral statements between the
agent and myself are not binding on the Company unless accepted by the Company in writing.

|, the undersigned applicant, certify that | have read, or had read to me, the completed application and that | realize that any false
statements or misrepresentations therein material to the risk may result in loss of coverage under the policy to which this application is a
part. | have received the Outline of Coverage for the poalicy (in states required by law).

Agent #: |testg9s | Agent's Name: |alan vala | Agent's Signature: | |
iMother's Maiden Name)

Agent Phone#: |?ii13[”3‘39'-5"[3311I |

FRAUD WARNING:

Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement in an
application for insurance may be guilty of criminal offense under state law. | agree that no insurance shall be in effect until: (a) a policy has
been issuaed; and (b) the first premium is paid while my insurakility remains unchanged and then only if | am actually in the state of health
represented in this application. | state that the answers set forth above, are full, complete and true to the best of my knowledge and belief.
The answers are to be the basis of any insurance issued. | also acknowledge that | have received the Investigative Consumer Reports
netification and MIB Motice attached to this application. All statements made by or on behalf of the insured or annuitant shall be deemed
to be representations and not warranties.

By entering your Mother's maiden name you are electronically signing the application thereby giving us authorization to obtain
information and process the application. Clicking "Submit” acknowledges that you have read and agree to the
Consent and Disclosure to Use Online E-Signatures. [ Click to print/download ]

Mother's maiden name: | | *

\
I,

FAMILY LIFE —
INSURANCE COMPANY .



For assistance, please contact:
Alan Vala

\\ \ 10777 Northwest Frwy
= > 4 Houston, TX 77092
1} l:' HATTAN —

Lo DI RETCT = 800-669-9030 S 713-520-6200

E& marketing@manhattanlife.com

Your application has been submitted successfully!

Thank you very much!

We may contact you for further information.

If you have any questions or need assistance,
please contact our authorized representative
noted above.

Submit Another Application | View/Choose Another Product

NP

MILY LIFE ™~
R C

F A
INSURANCE COMPANY =




Our Paper Application

* Mail

* Fax

e E-mail

« FTP Site

* Must see client

 Live Signature










Visit Our Website

WWW.MANHATTANLIFE.COM


















FAQ'S

¢ Group or individual product?
The policy form is an Individual
product. This product can be
written to Individuals or any
individual in a group and added to
group bill.

% Guarantee Issue?

Yes, medical questions are not
asked.

% Group Eligibility

You can add one dental policy to any existing
CUL group bill. For a new group you need 3
dental applications.

s Effective Dates

The “Effective Date” of a policy will be the
policy date stated on the policy schedule
page. It is not the date the application signed.
Coverage begins on effective date.

s Portable?

Yes




% Waiting Periods:

» Dental Coverage 12
months waiting period for:
Major services, including
bridges, crowns, full
dentures or partials, full
mouth extractions and root
canals.

> Vision Coverage 6 months
waiting period for eye
glasses and contact lenses.

» Hearing coverage 12
months waiting period for
new hearing aids and
existing hearing aids
repairs.
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