s E{Eﬁgﬁ;ﬁfd DentalPlus Individual Application
/a\ . 7 of Arizona Thank you for selecting DentalPlus. Please print or type.

An Independent Licensee of the Blue Cmss and Blue Shicld Assocition

Last name (Contract holder) First name Initial

Date of birth (Month/Day/Year) Sacial Security Number

¢/o (it applicable)

Street address

City State County Zip Telephone number

Coverage Options
Frepaic T3 One adult—$273.00 =1 One adult, plus a dependent™ — $535.00 1 Family** — Three or mare persons — $757.00
EFT: 71 Oneadult—$22.75monthly ~1 One adult, plus a dependent* —$44.58 monthly  —1 Family** — Three or more persons — $63.08 monthly
Amount enclosed 8 ~ *Dependents include spouse or dependent children up to 30 years of age.

**Family coverage - for children to be covered, at least one parent must be covered on the contract as well.

This section must be completed:
Please indicate the name of the DentalPlus dentist and location number you have selected from the enclosed provider list.

Name of dentist: = — __ Location number:

If you are applying for coverage for more than one person, list your spouse and/or dependent unmarried children to age 30 to be covered.

Spouse:
Spouse's last name First name Initial
Date of birth (Month/Day/Year| Social Security Number
Dependent unmarried children under age 30:
Last name First name Initial Sex Date of birth Relationship

4= e [N |=

I make this application to Blue Cross Blue Shield of Arizona (hereafter referred to as BCBSAZ) for DentalPlus coverage. | acknowledge and agree:
1. That coverage shall become effective only after this application is approved by BCBSAZ and shall be only as provided in the contract then issued by BCBSAZ; and

2. That each response in this application has been entered by me or at my direction and may be used by BCBSAZ to determine acceptability of me and any family
member for a contract and that, if | have misstated or omitted any material information, BCBSAZ may declare such coverage null and void from its issuance.

| (we) hereby apply for DentalPlus coverage subject to the above agreement. All persons age 18 or older named on this application must sign and date (unless
unavailable because attending school out of town).

Signatures required
|
| Signature Date . Signature Date

Signature Date |

| ‘Signature Date

Your completed application and payment must be received by the 25th of the month to be effective on the 1st of the following month. Premium notices will be
mailed to you each year before your annual due date.

Make check for annual premium payable to: Blue Cross Blue Shield of Arizona
Return check & application to: DentalPlus Administrator, Attn: BCBSAZ DentalPlus, 9054 North Deerbrook Trail, Milwaukee, WI 53223-2474.

Broker Information Keating Insurance Services, LLC '
961 W. Antelope Creek Way Broker ID #: 06021

Oro Valley, AZ 85737
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