
 
 
 

IMPORTANT NOTICE 
 
Security Life Group Dental & Vision Insurance is marketed 
by licensed agents.  This brochure must be completed 
through a licensed agent and submitted to the Company by 
a licensed agent. 
 
If you are interested in purchasing a Security Life dental or 
vision plan and you do not have agent representation, 
please contact us at (866) 847-1120. 
 
We will connect you with a qualified individual who can help 
you find the plan that best meets your needs. 











IN NETWORK BENEFITS
The EyeMed Access Network includes such familiar names as Lenscrafters, Pearle Vision, Sears Optical, and Target Optical
along with thousands of independent optometrists, ophthalmologists and opticians.

EYE EXAMINATION

Frequency
Insureds Co-pay

Once every 12 months
None

Once every 12 months
$10

Once every 12 months
$10

EYEGLASS LENSES

Frequency
Insureds Co-pay

Once every 24 months
None

Once every 12 months
$10

Once every 24 months
$20

FRAMES

Frequency
Insureds Co-pay

Once every 24 months
None

Once every 12 months
$0

Once every 24 months
$0

Vision Benefits Plan I
9657933

Plan II
9657941

Plan III
9657974

CONTACTS (In lieu of eyeglass lenses)

Frequency
Insureds Co-pay

Same as eyeglass lenses
Same as eyeglass lenses

Same as eyeglass lenses
Same as eyeglass lenses

Same as eyeglass lenses
Same as eyeglass lenses

OUT OF NETWORK BENEFITS
The greatest benefit is realized when network providers are used, but members may choose out of network providers, paying the provider
 and receiving reimbursement from the plan according to the schedule below.  Call the toll-free number for a claim form.

EYE EXAMINATION

We Pay Up to
 

$30
 

$25
 

$25
 FRAMES

Plan I
 

Plan II
 

Plan III
 

We Pay Up to
 

$40
 

$40
 

$40
 

We Pay Up to
 

$25
 

$20
 

$20
 

EYEGLASS LENSES- single vision

We Pay Up to
 

$45
 

$40
 

$30
 

EYEGLASS LENSES- bifocal

We Pay Up to
 

     $55
 

$50
 

$40
 

EYEGLASS LENSES- trifocal

CONTACTS (In lieu of glasses)
We Pay Up to
 

$75
 

$70
 

$60
 

In no event will payment exceed the lesser of:
    the actual cost of covered Services or Materials; or
    the limits of the Policy, shown in the Schedule.

LIMITATIONS

Eye Examination
A routine, complete eye examination, refraction and prescription for eyeglasses.  Contact lens examinations require additional
fees.  If indicated, your doctor may recommend additional procedures which are the responsibility of the member.

WHAT THE BENEFITS INCLUDE

The EyeMed Access network provides discounts to insureds interested in LASIK-  A LASER VISION CORRECTION
PROCEDURE.  This non-insured benefit is offered at savings of 15% off the regular retail price or 5% off the promotional price 
when using the network.

LASIK - NON-INSURED DISCOUNT BENEFIT

Rates are guaranteed for a period of TWO YEARS from the effective date
Full-time students up to age 25 are eligible as dependents
Annual open enrollment.

UNDERWRITING GUIDELINES

 

Eyeglass Lenses
Standard uncoated plastic lenses of any size or power.
 

Frames
Any frame up to a regular retail value of $100.  Frames above $100 retail are available at an additional charge.
 

Contact Lenses
Any pair of contact lenses up to a regular retail price of $100.  Obtained from a network provider or the mail order program.
Contact lenses above $100 are available at an additional charge.

NOT AVAILABLE IN VIRGINIA

For Information or to locate a 
participating doctor call 

866-723-0513 
or 

visit www.enrollwitheyemed.com/access.

This is only a Summary of Benefits.  For complete Information please see the Certificate of Insurance.

ADDITIONAL BENEFITS (In Network Only) Lens Options (add to lens prices above)

 
Tint                                      
Polycarbonate                     
Standard Progressive            

 
                                                
UV Coating 
Scratch Resistance 
Anti-Reflective 
Other Add Ons 

 
                                                                                                                  

Co-Payment
$15
$15
$45

20% Retail Discount              

 
                                                                                                                  

Co-Payment
$15
$40
$65

            

Policy Series GH-1154 - GH-1157
 





   GemStar Group Plans                                  EMPLOYER ELECTION FORM 

      ADOPTION AND PARTICIPATION AGREEMENT 

    S10835 (1/06) SLICA  
 

 
How to enroll… 

1) Complete all sections of the Employer Election Form based upon the 
plan selected.  Be sure to complete both sides of the election form 
and sign/date where applicable. 

2) Obtain signed enrollment forms from each employee electing 
coverage.  Review each enrollment form, completing the top section 
of each form with applicable employer information. 

3) If prior dental plan credit is requested, attach copy of the most recent 
billing statement from the prior carrier indicating  
 
 

 
coverage for each employee.  This statement must also include the 
effective date of the prior coverage from which appropriate credit 
shall be calculated. 

4) Determine your initial monthly premium due, make check payable 
to:  Security Life Insurance Company of America 

5) Submit Employer Election Form, Employee Enrollment Forms, Prior 
Plan details (if applicable), and initial premium check to: 
GemStar Group Plans 
P.O. Box 1064 
Schenectady, NY   12301 

 
If accepted, the undersigned Employer agrees: (a) To make such benefits available to all present employees and all employees becoming eligible in the future; and (b) To 
make payroll deductions as required for the plan as are applicable to the employees.  The undersigned Employer further agrees that only those full-time employees who meet 
the *eligibility requirements (as defined under Eligibility within the brochure) are to be included, and that participation requirements must be met before the benefit plan can be 
made effective. The employer agrees that not less than two (2) non-related employees of the employer’s eligible employees must be enrolled in the GemStar Dental and/or 
Vision Plan to prevent cancellation of coverage.  This plan does not require any contribution from the employer.  To be eligible for the Employer Paid premium rates illustrated, 
the employer agrees to contribute no less than 75% of the employee only premium or 50% of the combined employee/dependent premiums.   
 
The undersigned Employer requests that benefits be made available to all employees subject to the following conditions: 

(a)  No coverage for any employees shall take effect until this Agreement and the employee's individual Enrollment Cards are accepted by the Company and the initial 
premium paid; and 
(b) Employer agrees to remit regularly, in advance, the required premium payments to the Administrator and acknowledges and agrees that this Plan is established under 
and is subject to the provision of the Employee Retirement Income Security Act (ERISA), as amended.  The undersigned Employer is the Plan Administrator as defined in 
ERISA, as amended. 
 

EMPLOYER INFORMATION 
Name of Employer: _______________________________________________________________ Send Correspondence to: ___________________________________ 
 

Address ____________________________________________________________________ City: _________________State _______ Zip Code: ___________________ 
 

Phone Number: (       ) ________________________________________________ Fax: (     ) ______________________________________________________________ 
 

Nature of Business _____________________________________________________           [  ] Corporation [   ] Partnership [   ] Sole Proprietorship [   ] Other 
 

Subsidiaries and Affiliates Included [   ] Yes [   ] No   
 

Name and Address of Subsidiaries & Affiliates whose employees are to be covered: __________________________________________________________________ 
 

__________________________________________________________________________________________________________________________________________ 
Effective Date Requested:      INITIAL PROBATIONARY PERIOD 
______________________ (limited to 1st or 15th of the month)  (a) For current employees - NONE 

(b) For future employees:  ______ DAYS/MONTHS  
       New hires to be effective on the first of the Month following probationary period. 
     
PLAN SELECTION 
DENTAL ADOPTION AND PARTICIPATION AGREEMENT  
[    ] Plan 1    [    ] Plan 2   [    ] Plan 3     
[    ] Voluntary    [    ] Employer Paid   
       
PARTICIPATION AND CONTRIBUTIONS 
The undersigned Employer agrees to contribute:  
EMPLOYEE:                           $ _______________/OR______________%  EMPLOYEE:                           $ _______________/OR______________% 
EMPLOYEE/SPOUSE:           $ _______________/OR______________% 
EMPLOYEE/CHILD(REN):     $ _______________/OR______________ %  EMPLOYEE/CHILD(REN):     $ _______________/OR______________ % 
EMPLOYEE/FAMILY:             $ _______________/OR______________ % 
 
There are initially _____ full-time employees of which _____ are enrolled in this Plan. 
 
CURRENT DENTAL PLAN 
Is this group currently enrolled under another group 
dental program?                                                       [   ] Yes [   ] No 
Did you include a copy of the current Plan and a copy  
of the last billing?                                                              [   ] Yes [   ] No 
Are CPT Benefits requested?                                   [   ] Yes [   ] No  
 
The undersigned Employer hereby requests participation in the Employers' 
Voluntary Benefit Insurance Trust, to insure eligible persons under Group 
Dental Policy GH-1112-38070-02 insured by Security Life Insurance Company of 
America, Minnetonka, MN and hereby accepts and agrees to be bound by the 
terms and conditions as now in effect or hereafter may be modified. 
 
Authorized Signature _______________________________________________ 
 
Date ________________________ E-Mail ______________________________ 

 
VISION APPLICATION 
[    ] Plan 1    [    ] Plan 2   [    ] Plan 3 
[    ] Voluntary    [    ] Employer Paid 
 
PARTICIPATION AND CONTRIBUTIONS 
The undersigned Employer agrees to contribute:  

EMPLOYEE/SPOUSE:           $ _______________/OR______________% 

EMPLOYEE/FAMILY:             $ _______________/OR______________ % 
 
There are initially _____ full-time employees of which _____ are enrolled in this Plan. 
 
It is agreed that the Policy will become effective at rates to be determined by Us, 
provided the application is accepted by Us.  The applicant declares that to the best of 
its knowledge and belief that statements and answers are complete and true. 
 
Any person who knowingly presents a false or fraudulent claim for payment of a loss 
or benefit or knowingly presents false information in an application for insurance is 
guilty of a crime and may be subject to fines and confinement in prison.  
 
Authorized Signature ______________________________________________ 
 
Date _____________________________ E-Mail _________________________ 
 
GHA-1157 
 

 
PRODUCER’S STATEMENT – I hereby certify that all the information contained in this Employer Election Form is correct to the best of my knowledge and I know nothing 
unfavorable about this entity or any individual proposed for participation.  I have complied with the underwriting rules and regulations and have explained in detail the 
coverage to the entity. 
Producer Name _______________________________________________ SS#/TIN#_______________________________ Appointed with Security Life?   [  ] Yes [   ] No 
 
Street Address ______________________________________________________________ City ___________________________________State _______ Zip _________ 
 
Phone Number ______________________________ Email ________________________________ Signature _________________________________________________ 



GEMSTAR MONTHLY PREMIUM RATES  
Good through July 1, 2008 effective dates 

Groups of over 100 eligible employees must be submitted to the Home office for Review 
Increase all rates 20% for schools and governmental bodies 

Area 1 Area 2 Area 3 Area 4 Area 5 Area 6 Area 7 Area 8
Employee Only 22.70$        24.80$         27.30$         30.00$         33.00$         36.30$         39.80$         43.90$         
Employee+Spouse 45.80$        50.20$         55.20$         60.70$         66.80$         73.40$         80.60$         88.90$         
Employee+ Child(ren) 54.10$        59.30$         65.10$         71.60$         78.80$         86.60$         95.10$         104.80$       
Employee + Family 82.00$        89.90$         98.80$         108.70$       119.60$       131.40$       144.30$       159.10$       
Employee Only 17.50$        19.20$         21.10$         23.20$         25.50$         28.00$         30.80$         33.90$         
Employee+Spouse 35.40$        38.80$         42.60$         46.90$         51.60$         56.70$         62.20$         68.60$         
Employee+ Child(ren) 36.60$        40.10$         44.10$         48.50$         53.40$         58.70$         64.40$         71.00$         
Employee + Family 58.20$        63.80$         70.10$         77.10$         84.90$         93.30$         102.40$       112.90$       
Employee Only 13.10$        14.30$         15.80$         17.30$         19.10$         21.00$         23.00$         25.40$         
Employee+Spouse 26.50$        29.00$         31.90$         35.10$         38.60$         42.40$         46.60$         51.40$         
Employee+ Child(ren) 27.40$        30.00$         33.00$         36.30$         39.90$         43.90$         48.20$         53.10$         
Employee + Family 43.60$        47.80$         52.50$         57.70$         63.50$         69.80$         76.60$         84.50$         
Employee Only 19.70$        21.60$         23.70$         26.10$         28.70$         31.60$         34.60$         38.20$         
Employee+Spouse 39.90$        43.70$         48.00$         52.80$         58.10$         63.90$         70.10$         77.30$         
Employee+ Child(ren) 47.00$        51.50$         56.60$         62.30$         68.50$         75.30$         82.70$         91.20$         
Employee + Family 71.30$        78.20$         85.90$         94.50$         104.00$       114.30$       125.50$       138.30$       
Employee Only 15.20$        16.70$         18.30$         20.20$         22.20$         24.40$         26.80$         29.50$         
Employee+Spouse 30.80$        33.70$         37.10$         40.80$         44.90$         49.30$         54.10$         59.70$         
Employee+ Child(ren) 31.80$        34.90$         38.40$         42.20$         46.40$         51.00$         56.00$         61.80$         
Employee + Family 50.60$        55.50$         61.00$         67.10$         73.80$         81.10$         89.00$         98.20$         
Employee Only 11.40$        12.50$         13.70$         15.10$         16.60$         18.20$         20.00$         22.10$         
Employee+Spouse 23.00$        25.20$         27.70$         30.50$         33.60$         36.90$         40.50$         44.70$         
Employee+ Child(ren) 23.80$        26.10$         28.70$         31.60$         34.70$         38.20$         41.90$         46.20$         
Employee + Family 37.90$        41.50$         45.60$         50.20$         55.20$         60.70$         66.60$         73.50$         

GROUP DENTAL BASE RATES*
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Employee Only 6.90$          
Employee+Spouse 12.80$        
Employee+ Child(ren) 11.00$        
Employee + Family 18.10$        
Employee Only 8.30$          
Employee+Spouse 15.70$        
Employee+ Child(ren) 13.50$        
Employee + Family 22.30$        
Employee Only 5.20$          
Employee+Spouse 9.50$          
Employee+ Child(ren) 8.20$          
Employee + Family 13.30$        
Employee Only 6.00$          
Employee+Spouse 11.10$        
Employee+ Child(ren) 9.60$          
Employee + Family 15.60$        
Employee Only 7.30$          
Employee+Spouse 13.60$        
Employee+ Child(ren) 11.70$        
Employee + Family 19.20$        
Employee Only 4.60$          
Employee+Spouse 8.30$          
Employee+ Child(ren) 7.20$          
Employee + Family 11.50$        

GROUP VISION BASE RATES*
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Zip Area Zip Area Zip Area Zip Area Zip Area Zip Area Zip Area Zip Area

350-355 3 915-916 8 All Areas 2 480-483 2 All Areas 1 580-581 2  373-374 2 224-225 1
359 3 917-918 4 490-491 2 All Other 1 All Other 1 230-232 1

All Other 1 919-927 6 All Areas 6 488-489 3 890-891 2 228-229 2
930-934 6 All Other 1 894-895 6 All Areas 1 751-753 3 240-244 2

995-996 8 939 6 All Areas 3 898 6 754 4 233-237 5
All Other 6 943-948 4 390-392 2 All Other 4 740-743 2 756-757 1 All Other 4

949, 961 6 All Areas 1 All Other 1 All Other 1 776-777 1
856-857 2 956-958 3 881 2 All Other 2 255-257 4

864 2 959 4 463-464 2 640-641 2 882 5 977 3 262-265 3
All Other 1 All Other 5 473 3 644-649 2 All Other 1 978 1 All Areas 1 All Other 2

All Other 1 All Other 1 All Other 2
All Areas 1 803 4 277 2 201 5 All Areas 1

808-810 4 660-662 2 590-591 1 286 3 All Areas 1 220-221 5
900-905 7 All Other 1 All Other 1 599 2 287-289 2 222-223 6 All Areas 1
906-914 6 All Other 3 All Other 1

State State State State

Alabama

California

Indiana Missouri
New Mexico

Oregon

State State State

Alaska

Kansas Montana
North CarolinaColorado

Nebraska

Hawaii

Michigan North Dakota

South Carolina

 DENTAL ZIP CODE AREA CHART

California Delaware Tennessee Virginia

Arizona West Virginia

State

Nevada

Arkansas

Wyoming

Idaho

Dist Columbia
Texas

Utah

Virginia

Ohio

Mississippi Oklahoma

Wisconsin

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

**If the group is electing both of the dental and vision coverage’s, the base rates may be reduced by 5% (multiply each base rate by .95).  In 
order to qualify for this discount at least 2 employees must elect dental coverage and at least 2 employees must elect vision coverage. 

 

[    ] Yes [    ] No [    ] Yes [    ] No
Employee Only

Employee + Spouse

Employee + Child(ren)

Employee + Family

Dental Subtotal

$ X 1.14

$

Dental Monthly 
Premium Total

$
$

$

$ X 1.14
$ X 1.14

Determine your 
monthly dental 

premium

*Dental Base 
Rates

Add For Waiting 
Period Credit?

**Discount for 
electing both dental 

and vision

$
$

X .90

# of Employees

X 1.14

$
$

X .90
X .90

X.95
X.95
X.95
X.95

 Initial Dental Premium due $
$

Discount for 50% 
Participation? 

(Voluntary Only)

[    ] Yes       [   ] No
X .90

Employee Only

Employee + Spouse

Employee + Child(ren)

Employee + Family

$Initial Vision Premium Due 

Vision  Subtotal

[    ] Yes  [    ] No

$
$
$
$$ $

X.95
X.95
X.95
X.95

$ $
$ $
$ $

Vision Monthly 
Premium Total

Determine your 
monthly vision 

premium

*Vision Base 
Rates

**Discount for 
electing both dental 

and vision

# of 
Employees

Payable to Security Life 
Insurance Co of America

Dental      $

Initial Remittance        

Vision      $

Total Due $
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GemStar Group Enrollment Card:  Return completed form to your employer 
  
Employer Information (TO BE COMPLETED BY THE EMPLOYER)
Name and Address of Employer or Organization (if applicable) Full-Time Hire Date 

 Telephone Number 

  
Employee Information (PLEASE PRINT CLEARLY)
Coverage Election:       Dental Only          Vision Only           Dental & Vision 
I apply for coverage on:     Employee Only                  Employee and Spouse  
 
 
 
 
 

G

 
 
 
 
 
 
 
 

 
A
f

A
f
f
m
C
m
p
P
c
c
f
s
r
r
D
m
i
f
i
K
i
m
i
i
 

dependent information is 
necessary please attach a 
separate sheet of paper 

E
P
G
C

                                          Employee and Child(ren)   Employee and Family  
Last Name First Name Initial    
Address Telephone Number      
City   State Zip     

LIST ALL YOUR ELIGIBLE DEPENDENTS BELOW 

Last Name (If Different) First Name Initial 
Sex 
M/F Age 

Birth Date 
M/D/Y 

Spouse           
Dependent           
Dependent           
Dependent           
Dependent           
1.  Does Spouse have a dental plan:  Yes    No                   2.  Do you claim a tax exemption for all eligible dependents listed above?  Yes    No    
     With whom? ________________________________________________________ If no, who is not?  ____________________________________________________ 
     If answer is “Yes”, are dependents enrolled under spouses plan?  Yes    No     
3.  All dependent children above over age 18 are full time students.  Yes    No    
     If not, who is not? ____________________________________________________ 
 
Group Dental Coverage is provided under the Group Dental Insurance Policy GH-1112 issued to the Employers’ Voluntary Benefit Insurance Trust insured by Security Life 
Insurance Company of America, Minnetonka, Minnesota. 
 
Group Vision Coverage is provided under the Group Vision Policy GH-1157 or under the Group Vision Policy GH-1154 issued to the Group Policyholder (policyholder may be a 
trusteed group policyholder in some states) insured by Security Life Insurance Company of America, Minnetonka, Minnesota. 
 
By my signature below, I hereby apply for the coverage or coverage’s selected above.  I certify that I have read the applicable Fraud Notice below.  I also hereby authorize payroll 
deductions from my earnings for any contributions required.  This Authorization remains in effect until revoked by me in writing. 
 
California Law prohibits an HIV Test from being required or used by health insurance companies as a condition of obtaining health insurance coverage. 
 
______________________________________________________________   ____________________________________________________ 
Employee Signature                                                                                             Date
HA-1112  

IMPORTANT FRAUD NOTICES 
ny person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false in

or insurance is guilty of a crime and may be subject to fines and confinement in prison.
STATE SPECIFIC NOTICES

rkansas/ Louisiana - Any person who knowingly presents a false or 
raudulent claim for payment of a loss or benefit or knowingly present 
alse information in an application for insurance is guilty of a crime and 
ay be subject to fines and confinement in prison. 
olorado - It is unlawful to knowingly provide false, incomplete, or 
isleading facts or information to an insurance company for the 
urpose of defrauding or attempting to defraud the company.  
enalties may include imprisonment, fines, denial of insurance, and 
ivil damages.  Any insurance company or agent of an insurance 
ompany who knowingly provides false, incomplete, or misleading 
acts or information to a policy holder or claimant with regard to a 
ettlement or award payable from insurance proceeds shall be 
eported to the Colorado division of insurance within the department of 
egulatory agencies. 
istrict of Columbia - WARNING: It is a crime to provide false or 
isleading information to an insurer for the purpose of defrauding the 

nsurer or any other person.  Penalties include imprisonment and/or 
ines.  In addition, an insurer may deny insurance benefits if false 
nformation materially related to a claim was provided by the applicant. 
entucky - Any person who knowingly and with intent to defraud any 

nsurer or other person files an application for insurance containing any 
aterially false information or conceals for the purpose of misleading, 

nformation concerning any fact material thereto commits a fraudulent 
nsurance act which is a crime.  

New Mexico - Any person who know
fraudulent claim for payment of a loss or b
false information in an application for insur
may be subject to civil fines and criminal pe
Ohio - Any person who, with intent to de
facilitating a fraud against an insurer, subm
claim containing a false or deceptive stat
fraud. 
Pennsylvania - Any person who knowing
any insurance company or other perso
insurance or statement of claim conta
information, or conceals, for the purpose
concerning any fact material thereto com
act, which is a crime and subjects such 
penalties. 
Tennessee - It is a crime to knowingly p
misleading information to an insurance c
defrauding the company.  Penalties inclu
denial of insurance benefits. 
Virginia - It is a crime to knowingly p
misleading information to an insurance c
defrauding the company.  Penalties inclu
denial of insurance benefits. 
Please note: If additional 
for
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 Birth Date:      /        / 

Sex:  M  [   ]   F  [   ]  

  
Marital Status 

Married [  ]    Single  [   ] 
FOR COMPANY USE ONLY 
 

ffective Date: ___/____/____ 
lan Code:_________________ 
roup #/ Division ___________ 
PT: ____________ 
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