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F NROLL YOUR EMPLOYEES TODAY|

. O I'I Iy $9.95 per employee/month, includes both Dental & Vision discounts for the entire family.
» FREE annual eye exam for the named cardholder (15% off for family members).

» 10% to 50% savings at Uni-Care Dental network providers & 10% to 60% savings at Davis Vision network providers.
o Employees simply show their ID card for instant savings at participating providers.

» For businesses of any size, even Sole Proprietorships.

« All employees are eligible for enrollment, cven part-timers, retirees, seasonal employees, etc.

« Enroll your employees at: www.quantumdiscountservices.com/DBL
OR simply fill out this enrollment form and send it to:
Seven Penn Plaza, Suite 1001, New York, NY 10001.

Com Pany ‘DFOH’TWOHOD:
All fields are required

Company Name:

Home Office Street Address:

City: Statee . Zip:
Phone: Fax: Tax ID#:

Main Contact Person:

Email: Phone:

DBL Policyi#t Desired Effective Date: /01/2011

Please Note: Your company will be billed monthly on the first of each month for active enrollees effective the previous month. Your first bill will be for the full month
after the effective date.

Frrollee Information:
All fields are required

First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
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First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM [OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM [OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM OF

mm/dd/yyyy
First Name: Last Name:
Address: City: State: Zip
Phone: DOB: Gender: OM [OF

mm/dd/yyyy

If more space is needed, please feel free to make copies of this form, or call our sales dept and we'll e-mail you an excel roster.

UESTIONS?
Contact our Sales Department at

800-750-3754 - sales@quantumdiscountservices.com

This plan is NOT insurance. Quantum Discount Service is currently only available to employers whose home office is located in New York State, while membership is extended to
employees who reside in NY, NJ, and PA. The plan provides discounts at certain health care providers of medical services. The plan does not make payments directly to the providers of
medical services. The plan member is obligated to pay for all health care services but will receive a discount from those health care providers who have contracted with the discount plan
%ganization.TNs lan is administered by Coverdell & Company, Inc, a discount medical plan organization at 8770 W. Bryn Mawr, Suite 1000, Chicago, IL 60631, 1-800-308-0374.
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