
STANDARD INSURANCE COMPANY

A Stock Life Insurance Company
900 SW Fifth Avenue

Portland, Oregon 97204-1282
(503) 321-7000

 

GROUP DENTAL INSURANCE POLICY

The Policyholder HOLLAND ENTERPRISES, INC.

Policy Number 160-751756

State of Delivery North Dakota Plan Effective Date April 1, 2014

Plan Change Effective Date January 1, 2023

Premium Due Date 1st of each month. Renewal Date April 1

Standard Insurance Company agrees to pay, with respect to each Insured Person, the group insurance benefits
provided in this policy.

This policy is issued to the Policyholder in consideration of the Policyholder's application and the payment of
premiums, as provided herein.

This policy is delivered in and governed by the laws of the state of delivery.

"NOTICE OF TEN-DAY RIGHT TO EXAMINE POLICY"

You are urged to read this policy carefully.  If, after examination, you are dissatisfied with it for any

reason, you may return it to the selling agent or Standard Insurance Company, 900 SW Fifth Avenue,

Portland, Oregon 97204-1235, within ten days from the date of delivery of the policy to you.  If you do

return the policy, any premium paid will be refunded and it shall be considered void from its effective date

as if it was never in force.

 

STANDARD INSURANCE COMPANY
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Elizabeth A. Fouts
Corporate Secretary

Daniel J. McMillan
President and CEO



Notice of Internal Appeal Procedures
In accordance with North Dakota Insurance Code

Please read this notice carefully.  This notice contains important information about the appeal process available to
you.  You have the right to ask your insurer to assist you in filing a complaint, review its decisions involving your
requests for service, or your requests to have your claims paid.  Please contact:

Quality Assurance

P.O. Box 82629

Lincoln, NE 68501-2629

888-418-6811 (Toll-Free)

402-309-2580 (FAX)

I.  Definitions

"Adverse Determination" means a determination made by us that a health care service has been reviewed and,
based upon the information provided, is not medically necessary or appropriate.

"Grievance" means a written complaint submitted by an insured person or a person, including, but not limited to,
a provider, authorized in writing to act on behalf of the insured person regarding benefits or claims payment,
handling, or reimbursement for health care services covered under this plan, including adverse determinations.

II. Levels of Review

The following levels of review will be available to an insured.

Expedited Internal Appeal Review - for appeals of an adverse determination involving an emergency or
life-threatening situation. The expedited appeals process is not applicable to retrospective reviews.

Standard Appeal Review - for grievances following a retrospective review.

These levels of review are discussed more fully below.

A. Expedited Internal Appeal

An expedited internal appeal process is available for review of an adverse determination involving an
emergency or life-threatening situation. The expedited appeals process is not applicable to retrospective
reviews, i.e., after the services have already been performed.  This process is only applicable to those
emergency situations where treatment has not yet been rendered.

A request for an expedited internal review shall be made by fax or telephone to the number(s) shown
above.  The appeal will be reviewed by a licensed provider and a decision concerning the review will be
completed within forty-eight hours of receiving notice of the request for expedited review.

B.  Standard Internal Appeal Review

Appeals concerning a grievance may be submitted in writing, via email or by telephone by an insured,
their designee or their health care provider.   The complainant will be kept apprised as to the status of the
complaint in a timely fashion.  In no event however, will the final determination be made later than 30
calendar days after receiving the formal written grievance.

III. Written Decision

When a decision is issued from an internal level of review, the following information will be included in the
written decision:
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1. a description of the health care services that were denied, including, the dates of service and the name of
the provider;

2. the reasons for the determination; provided, however, that where the adverse determination is upheld on
appeal, the notice shall include a clear statement describing the basis and the clinical rationale for such
determination;

3. a clear statement that the notice constitutes the final adverse determination; and

4. a contact name and telephone number you can contact with questions.

You always have the right to contact the Department of Insurance:

North Dakota Department of Insurance

600 E. Boulevard Ave.

Bismarck, ND  58505-0320

701-328-2440

800-247-0560
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NOTICE OF PROTECTION PROVIDED BY

NORTH DAKOTA LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION

This notice provides a brief summary of the North Dakota Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under North Dakota
law, which determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your life, annuity or health
insurance company becomes financially unable to meet its obligations and is taken over by its Insurance
Department. If this should happen, the Association will typically arrange to continue coverage and pay claims, in
accordance with North Dakota law, with funding from assessments paid by other insurance companies. For
purposes of this notice, the terms "insurance company" and "insurer" include health maintenance organizations
(HMOs).

The protections provided by the Association are based on contract obligations up to the following amounts:

1. Life Insurance
a. $300,000 in death benefits
b. $100,000 in cash surrender or withdrawal values

2. Health Insurance
a. $500,000 in hospital, medical and surgical insurance benefits for health benefit plans (see

definition below)
b. $300,000 in disability income insurance benefits
c. $300,000 in long-term care insurance benefits
d. $100,000 in other types of health insurance benefits

3. Annuities
a. $250,000 in the present value of annuity benefits, including net cash surrender and net cash

withdrawal values

The maximum amount of protection for each individual, regardless of the type of coverage is $300,000; however,
may be up to $500,000 with regard to health benefit plans.

“Health benefit plan” is defined in North Dakota Century Code Section 26.1-38.1-02(10) and generally includes
hospital or medical expense policies, contracts or certificates, or HMO subscriber contracts that provide
comprehensive forms of coverage for hospitalization or medical services, but excludes policies that provide
coverage for limited benefits (such as dental-only or vision-only insurance). Medicare Supplement insurance,
disability income insurance, and long-term care insurance (LTCI).

Benefits provided by a long-term care (LTC) rider to a life insurance policy or annuity contract shall be
considered the same type of benefits as the base life insurance policy or annuity contract to which it relates.

NOTE: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract. If
coverage is available, it will be subject to substantial limitations. There are also various residency requirements
and other limitations under North Dakota law. To learn more about the above protections, as well as protections
relating to group contracts or retirement plans, please visit the Association's website www.ndlifega.org or contact:

North Dakota Life & Health Insurance North Dakota Department of Insurance
Guaranty Association 600 East Boulevard Avenue, Dept. 401
P.O. Box 2422 Bismarck, ND 58505
Fargo, ND 58108



COMPLAINTS AND COMPANY FINANCIAL INFORMATION

A written complaint to allege a violation of any provision of the Life and Health Insurance Guaranty Association
Act must be filed with the North Dakota Insurance Department, 600 East Boulevard Avenue, Dept. 401,
Bismarck, North Dakota 58505; telephone (701) 328-2440. Financial information for an insurance company, if the
information is not proprietary, is available at the same address and telephone number and on the Insurance
Department website at www.nd.gov/ndins.

Insurance companies and agents are not allowed by North Dakota law to use the existence of the

Association or its coverage to sell, solicit or induce you to purchase any form of insurance or HMO

coverage. When selecting an insurance company, you should not rely on Association coverage. If there

is any inconsistency between this notice and North Dakota law, then North Dakota law will control.
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COORDINATION OF BENEFITS

IMPORTANT NOTICE
 
This is a summary of only a few of the provisions of your health plan to help you understand coordination

of benefits, which can be very complicated. This is not a complete description of all of the coordination

rules and procedures, and does not change or replace the language contained in your insurance contract,

which determines your benefits.

Double Coverage

It is common for family members to be covered by more than one health care plan. This happens, for example,
when both spouses work and choose to have family coverage through both employers.

When you are covered by more than one health plan, state law permits your insurers to follow a procedure called
"coordination of benefits" to determine how much each should pay when you have a claim. The goal is to make
sure that the combined payments of all plans do not add up to more than your covered health care expenses.

Coordination of benefits (COB) is complicated, and covers a wide variety of circumstances. This is only an
outline of some of the most common ones. If your situation is not described, read your evidence of coverage or
contact your state insurance department.

Primary or Secondary?

You will be asked to identify all the plans that cover members of your family. We need this information to
determine whether we are the "primary" or "secondary" benefit payer. The primary plan always pays first when
you have a claim.

Any plan that does not contain your state's COB rules will always be primary.

When This Plan is Primary

 
If you or a family member are covered under another plan in addition to this one, we will be primary when:

Your Own Expenses

The claim is for your own health care expenses, unless you are covered by Medicare and both you and
your spouse are retired.

Your Spouse's Expenses

The claim is for your spouse, who is covered by Medicare, and you are not both retired.

Your Child's Expenses

The claim is for the health care expenses of your child who is covered by this plan; and

You are married and your birthday is earlier in the year than your spouse's or you are living with
another individual, regardless of whether or not you have ever been married to that individual,
and your birthday is earlier than that other individual's birthday. This is known as the "birthday
rule"; or

You are separated or divorced and you have informed us of a court decree that makes you
responsible for the child's health care expenses; or

There is no court decree, but you have custody of the child.

ND-COB Disclosure Ed. 07-07



Other Situations

We will be primary when any other provisions of state or federal law require us to be.

How We Pay Claims When We Are Primary

When we are the primary plan, we will pay the benefits in accordance with the terms of your contract, just as if
you had no other health care coverage under any other plan.

How We Pay Claims When We Are Secondary

We will be secondary whenever the rules do not require us to be primary.

How We Pay Claims When We Are Secondary

 
When we are the secondary plan, we do not pay until after the primary plan has paid its benefits. We will then pay
part or all of the allowable expenses left unpaid, as explained below. An "allowable expense" is a health care
expense covered by one of the plans, including copayments, coinsurance and deductibles.

If there is a difference between the amount the plans allow, we will base our payment on the higher amount.
However, if the primary plan has a contract with the provider, our combined payments will not be more than the
amount called for in our contract or the amount called for in the contract of the primary plan, whichever is higher.
Health maintenance organizations (HMOs) and preferred provider organizations (PPOs) usually have contracts
with their providers.

We will determine our payment by subtracting the amount the primary plan paid from the amount we would have
paid if we had been primary. We may reduce our payment by any amount so that, when combined with the
amount paid by the primary plan, the total benefits paid do not exceed the total allowable expense for your claim.
We will credit any amount we would have paid in the absence of your other health care coverage toward our own
plan deductible.

If the primary plan covers similar kinds of health care expenses, but allows expenses that we do not cover, we
may pay for those expenses.

We will not pay an amount the primary plan did not cover because you did not follow its rules and procedures.
For example, if your plan has reduced its benefit because you did not obtain pre-certification, as required by that
plan, we will not pay the amount of the reduction, because it is not an allowable expense.

Questions About Coordination of Benefits?

Contact Your State Insurance Department
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PREMIUMS

TABLE OF MONTHLY PREMIUM RATES

Classes 01,99

Dental Care Insurance $36.92 per Insured Person

$44.80 Spouse Only

$56.48 Child(ren) Only

$89.28 Spouse & Child(ren)

PAYMENT OF PREMIUMS.  The first premium will be due on the Policy Effective Date to cover the period
from that date to the first Premium Due Date.  Other premiums will be due on or before each Premium Due Date.
Premiums are payable at our Home Office or at some other location to which we and the Policyholder agree.

PREMIUM DUE DATE.  The Premium Due Date will be the first day of the month that falls on or after the
Policy Effective Date.  If we agree with the Policyholder to the payment of premiums on a basis other than
monthly, the Premium Due Date will be fixed to match the correct basis.  If there is a change in the method of
payment or Premium Due Date, a pro-rata charge in the premium due will be made.

PREMIUM STATEMENTS.  The premium due as of any Premium Due Date is the number of units in force on
such date for each type of insurance multiplied by the rate shown in the Table of Premium Rates.  A premium
statement will be made as of the Premium Due Date showing the premium payable.  If premiums are payable on
other than a monthly basis, each statement will show any pro-rata premium charges and credits in the last
premium period due to changes in the number of Insureds and in the amount of insurance for which people are
insured.  This is subject to the rules below.

SIMPLIFIED ACCOUNTING.  The premium will start on the Premium Due Date falling on or after the date
the insurance or the increase in the insurance is effective for: a) a person becoming insured; or b) an increase in
the amount of insurance on any person.  The premium will stop on the Premium Due Date falling on or after the
date of termination of insurance or through the date of service of the last paid claim.  There will be no pro-rata
charges or credits for a partial month.  If premiums are payable other than monthly, charges and credits will be
figured as though the Premium Due Date is monthly.

We will be liable for the return of unearned premiums (premium for the period which claims were not paid) to the
Policyholder only for the 3 months before the date we receive evidence that a return is due.

ADJUSTMENTS IN PREMIUM RATES.  We may change the rates shown in the Table of Premium Rates by
giving the Policyholder at least 31 days advance written notice.  We may change the rates at any time the
Schedule of Benefits, or any other terms and conditions of the policy, are changed.  We will not change the rates
until the Renewal Date shown on the policy cover or more than once in any 12 month period thereafter, unless
there is a change in the Schedule of Benefits or a change in any other terms and conditions in the policy.

Notwithstanding the above, We the Company reserve the right to change any one or more of the rates prior to the
Renewal Date or more than once in any 12 month period thereafter upon the occurrence of any one or more of the
following:

1. We determine that the average number of dependent children for each Insured with Dependent
coverage exceeds 4.0; and/or
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2. We determine that the number of Insureds is less than 80% of those Insureds initially enrolled under
the Policy as of either (i) the Plan Effective Date, if during the period of time between the Plan
Effective Date and the Renewal Date, or (ii) the most recent 12 month anniversary of the Renewal
Date: and/or

3. We are required by either the federal government or by any state or local government or by any agency
thereof to change benefits as a result of regulatory change or pay a new or increased tax, assessment,
or monetary charge of any kind (other than a new or any increase to the amount of tax we pay based
upon our net operating income).  Such taxes, assessments or fees would include those that are charged
or assessed in connection with the operation of a health care exchange authorized by federal or state
law.

Should any of the above occur and should we elect to change rates as a result, we agree to notify the Policyholder
of the corresponding rate changes at least 31 days in advance of the Premium Due Date for which the rate change
shall be effective.  The right to change rates as well as the timing of such changes in the above limited situations
shall at all times be subject to applicable state laws and regulations.

RENEWAL DATE refers to the date each calendar year that the coverage issued under the group policy is
considered for renewal.  The Renewal Date(s) are shown on the policy cover.



DEFINITIONS

COMPANY refers to Standard Insurance Company.  The words "we", "us" and "our" refer to Company.  Our
Home Office address is 900 SW Fifth Avenue, Portland, Oregon 97204-1282.

POLICYHOLDER. the Policyholder stated on the face page of the policy.

PLAN EFFECTIVE DATE refers to the date coverage under the policy becomes effective.  The Plan Effective
Date for the Policyholder is shown on the policy cover.  The effective date of coverage for an Insured is shown in
the Policyholder's records.

All insurance will begin at 12:01 A.M. on the Effective Date.  It will end after 11:59 P.M. on the Termination
Date.  All times are stated as Standard Time of the residence of the Insured.

PLAN CHANGE EFFECTIVE DATE refers to the date that the policy provisions originally issued to the
Policyholder change as requested by the Policyholder.  The Plan Change Effective date for the Policyholder will
be shown on the policy cover, if the Policyholder has requested a change.  The plan change effective date for an
Insured is shown in the Policyholder’s records or on the cover of the certificate.
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GENERAL PROVISIONS

CONFORMITY WITH LAW.  Any policy provision that conflicts with the laws of the state in which the policy
is issued, when the policy is issued, is automatically changed to meet the minimum requirements of those laws.

ENTIRE CONTRACT.  The policy and the application of the Policyholder constitute the entire contract
between the parties.  A copy of the Policyholder’s application is attached to the policy when issued.  All
statements made by the Policyholder or an Insured will, in the absence of fraud, be considered representations and
not warranties.  No statement made to obtain insurance will be used to void the insurance or reduce the benefits of
this policy unless it is in a written application signed by the Policyholder or Insured.  A copy of this must have
been given to the Policyholder or Insured.

No change in this policy will be valid unless approved in writing by one of our officers and given to the
Policyholder for attachment to the policy.  No agent has the authority to change this policy or waive any of its
provisions.  Any change in this policy will be valid even though an Insured may not have agreed to it.

INSURANCE DATA.  The Policyholder will furnish, at our request, data necessary to administer this policy.
The data will include, but not be limited to data:

i. necessary to calculate premiums;

ii. necessary to determine a person's effective date or termination date of insurance;

iii. necessary to determine the proper coverage level of insurance.

We shall have the right to inspect any of the Policyholder's records we find necessary to properly administer this
policy.  Any inspections will be at a time and place convenient to the Policyholder.

We will not refuse to insure a person who is eligible to be insured just because the Policyholder fails or errs in
giving us the data necessary to include that person for coverage.  An Insured's insurance will not stay in force nor
an amount of insurance be continued after the termination date, according to the Conditions for Insurance,
because the Policyholder fails or errors in giving us the necessary data concerning an Insured's termination.

CERTIFICATES.  We will issue certificates to the Policyholder showing the coverage under the policy.  The
Policyholder will distribute a certificate to each insured Member.  If the terms of the certificate differ from the
policy, the terms stated in the policy will govern.

PARTICIPATION REQUIREMENTS.  There are two requirements that must be met in order for the policy to
be placed in force, and to remain in force:

a. a certain percentage of all Members qualified for insurance must be insured at all times; and

b. a certain number of Members must be insured at all times.

The Participation Requirements are as follows:

Percentage of Members- 60%
Number of Members- 151

TERMINATION OF THE POLICY.  The Policyholder may terminate this policy as of any Premium Due Date
by giving us written notice before that date.
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We may terminate this policy on the earlier of:

1. any Premium Due Date if the participation of Insureds and/or Dependents does not meet the requirements
in "Conditions For Insurance."  Written notice of termination of insurance must be given to the
Policyholder at least 45 days before the date of termination.

2. any Premium Due Date on or after the first policy year, for reasons other than lack of participation.
Written notice of termination of insurance must be given to the Policyholder at least 60 days before the
date of termination.

If any premium is not paid when due, this policy will automatically be terminated as of the Premium Due Date,
except as stated below.

GRACE PERIOD.  This policy has a 60 day grace period.  This means that if a renewal premium is not paid on
or before the date it is due, it may be paid during the following 60 days.  During the grace period, the policy will
stay in force.  If the Policyholder has not sent us a written request to terminate the policy and a premium is not
paid by the end of the grace period, the policy will terminate at the end of the grace period.  If the Policyholder
gives us written notice of termination before the Premium Due Date, the policy will be terminated as of the date
requested.  The Policyholder will be liable for any unpaid premium for the time this policy was in force, including
the grace period.

CONSIDERATION.  This policy is issued to the Policyholder in consideration of the application and the
payment of premiums specified in this policy.

TERMS AND CONDITIONS.  Payment of any benefit under this policy is subject to the definitions and all
other terms of this policy pertinent to the benefit.


