
DENTALPLUS-APP-NE-08.2011

Application for Dental Plus Insurance
PLEASE TYPE OR PRINT

Add Accident Hospital Indemnity Plan:                 Yes              No                 Premium Amount:          $ ___________________/

  A. PERSONS TO BE INSURED

Attach a separate sheet, signed and dated, if additional space is needed.

  B.  PERSONAL INFORMATION FOR PROPOSED INSURED

___________________________________________________________________________________________________________________
Residence Street Address                                                                                  City                                                                     State                                  Zip

___________________________/_______________________________________________________________________________________
Day Time Phone Number                            Cell Number                                  Best Time to Call                                              Email Address

Billing Address (if different than above)

___________________________________________________________________________________________________________________
Street                                                                        City                                                State                                  Zip                       Phone Number

Occupation

________________________________________________________       ________________________________________________________
                               Primary Insured - Employer Name                                                                                 Spouse - Employer Name

________________________________________________________       ________________________________________________________
                                                          Duties                                                                                                                               Duties

  C.  OTHER COVERAGE IN FORCE

Is the Proposed Insured covered by, or has application been made for any type of dental insurance?                 Yes               No
If “Yes”, complete the section below.  

  D.  MEDICAL INFORMATION

1.  (a)  Do you currently wear dentures?............................................................................................................................
     (b)  Have you been advised to have any dental work which has not been completed?............................
         
2.  (a)  Do you currently wear eyeglasses or contact lenses?.....................................................................................
     (b)  Have you received advice or treatment within the past nine months for 
             correction of a vision problem?..............................................................................................................................

3.  (a)  Do you currently wear a hearing aid?....................................................................................................................
     (b)  Have you been treated for hearing loss within the past nine months?....................................................
     (c)  Has a physician recommended the purchase of a hearing aid to correct 
            a hearing deficiency?...................................................................................................................................................

Provide details for any “Yes” answers for questions 1-3.
Primary:
Spouse:
Dependents:

Insurance Company Name Policy Number Phone Number (Include Area Code)
Effective Date
(MM/DD/YY)

Primary
Yes    No

Spouse
Yes    No

Dependnt.
Yes    No

Name
Last                                       First                                          MI Sex

Birthdate
(MM/DD/YY) Age

Proposed Insured

Spouse

Dependent Child

Dependent Child

Dependent Child



INSURED’S STATEMENT AND HIPAA COMPLIANT AUTHORIZATION TO RELEASE MEDICAL INFORMATION
I hereby apply to United Security Life & Health Insurance Company for insurance. I represent the statements I have made herein are complete 
and true. I understand the following: (a) if any material information on this application is incorrect, this coverage may be voided; and, (b) if 
this application is declined and a policy is not issued, United Security Life & Health Insurance Company’s only obligation will be to return 
any premium paid; and, (c) that United Security Life & Health Insur ance Company will pay benefits for a loss due to a pre-existing condition 
provided the pre-existing condition was fully disclosed in the application and this coverage has not been excluded or limited by name or 
specific description; and (d) there is no insurance in force until a policy indicating the effective date is received from United Security Life & 
Health Insurance Company and the initial premium, including the applicable fee, is paid in full.  By this form (or copy), I authorize any medical 
practitioner, physician, pharmacist, pharmacy-related facility, hospital, clinic, healthcare professional, medically-related facility, records 
custodian, insurance company, or the Medical Information Bureau, that has any records of me or any members of my family named in this 
application, of our health, to give United Security Life & Health Company, its reinsurers, affiliates, or business associates, any such information 
which shall include but not be limited to, Alcohol or Drug abuse treatment, mental health diagnosis and treatment, Pharmacy prescriptions, 
HIV testing and treatment, Sexually Transmitted Disease (STD) testing and treatment, Genetic testing, Sickle Cell testing and treatment, lab 
data, and diagnostic testing.

I understand the information obtained by use of this authorization will be used by the insurance company to determine eligibility for 
insurance. Any information obtained will not be released by the company to any person or organization except to reinsurance companies, 
the Medical Information Bureau, or other persons or organizations performing business or legal service in connection with my application, 
claim, or as may otherwise lawfully require or as I may further authorize. I understand that any information that is disclosed pursuant to this 
authorization may be redisclosed and no longer covered by federal rules governing privacy and confidentiality of health information. This 
authorization shall be valid for 24 months from the date shown below. I acknowledge receipt of the important notice regarding a consumer 
report disclosure of information to the Medical Information Bureau. I understand that I have the right to revoke this authorization in writing, 
at any time, by sending a written request for revocation to United Security Life & Health Insurance Company, 6640 S. Cicero Ave, Bedford Park, 
IL 60638, Attention: Privacy Officer. I understand that a revocation is not effective to the extent that any of my providers has relied on this 
authorization or to the extent that United Security Life & Health Insurance Company has a legal right to contest a claim under an insurance 
policy or to contest the policy itself. A photographic copy of this authorization and acknowledgement shall be as valid as the original.

Upon request I, or my authorized representative, is entitled to receive a copy of this authorization form.  Any person who knowingly presents a 
false or fraudulent claim for payment of a loss or benefit of knowingly present false information in an Application for Insurance may be guilty 
of a crime and may be subject to fines and confinement in prison. 

Disclaimer – If premiums are paid from your employer’s account, it is understood that: 1. United Security Life & Health Insurance Company 
assumes no responsibility for compliance with the Employee Retirement Income Security Act of 1974 (ERISA) and amendments thereto, nor 
does it maintain that the policy is designed or marketed to comply with the requirements contained therein. The Company is not acting as a 
sponsor as defined in ERISA. Any compliance under this Act that is applicable to the sponsor will be fulfilled by the employer, as his own legal 
counsel may determine. 2. The policy is not guaranteed issue and will be fully underwritten by the Company which may result in the exclusion 
from coverage of certain family members (if applicable) and health conditions. United Security Life & Health Insurance Company assumes no 
responsibility for collection of premiums and/or failure of your employer to remit them on a timely basis.

DATED AT    	 /_____________________________________________/	 /_______/    /_________/   /_______________/
	           	 City							       State 	          Zip	            	    Date
 

	 /________________________________________________/	  /______________________________________________/
	 Applicant’s Signature						       Spouse’s Signature (if to be covered)

	 /________________________________________________/	  /______________________________________________/
	 Dependents Signature if over 18					     Dependents Signature if over 18

AGENT INFORMATION	       	 /___________________________________________/   /___________________________________/    
			       	  Print Name					                 Phone 	      				  

	 /__________________________________________/     /______________________/    /____________________________________/
	 Agent’s Signature			                           Agent Number	                Agent E-mail

PAYMENT INFORMATION          Annual           Semi-Annual           Quarterly           Monthly                PAC/Credit Card                List (monthly)

BILLING FEES                              Annual $0          Semi $6          Quarterly $5          Monthly $3          PAC/credit card $1        List (monthly) $5

Credit Card Number /______________________________________/         Visa          Mastercard         Discover     Exp. Date  /____________/

EFT AUTHORIZATION     As a convenience to me, I hereby request and authorize you to pay and charge my account (check or electronic 
debit) drawn on my account by and payable to United Security Life & Health Insurance Company, provided there are sufficient funds in said 
account to pay the same on presentation.  I agree that your rights with respect to each such debit shall be the same as if it were a check drawn 
on you and signed personally by me.  I further agree that if any such check or electronic debit be dishonored, whether with or without cause, 
and whether intentionally or inadvertently, you shall be under no liability whatsoever, even though such dishonor results in the forfeiture of 
insurance.  This authorization is to remain in effect until revoked by me in writing, and until you actually receive such notice.

/_______________________________________/    /__________________________________________________________________/
Bank Name					         Bank Address

/__________________________________________/  /_______________________________________/	 /___________________/
Printed Name of Depositor			           Signature of Depositor				      Date
DENTALPLUS-APP-NE-08.2011


