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Enrollment Instructions: | Sociol Security No. (Required) Last Nome First M | Date of Birth

1. Complete the application including Home Address Area Code Home Phone
information for all dependents you
wish covered.

City State Zip
2.Select a Participating General
Dentist from the enclosed listing. List All Eligible Dependents You Wish To Cover Please enclose verification for full-time student status.
First Middle Last Relation Date of Birth
3. Select your method of payment. g / /
a. If MONTHLY, complete the Banking 2 / /
Information portion of this form. Be
sure to include your enrollment : / /
fee and first months membership y
fees. / /
b. If ANNUAL, enclose a check for
the annual membership fee and Selected General Dentist's Name Office Location #
enrollment fee listed or complete
the Credit Card
Information portion of this form.
Payment Method (check one) [JMonthly Bank Draft Coverage Type  [Single $17 First Period
[JAnnual Billing [JSingle + 1 $27 Membership Fee:
[ Credit Card-Annual Payment only [ Family $39 + Enrollment Fee $ 20.00
O Quarterly
[J Semi-Annual Total Enclosed:
Banking Information: 1234
N
A SAMPLE CHEC
Bank Name Address City/State/Zip
Pay to
the ord
)
: [dSavings [JChecking -
Routing Code Account Number (Routing Code) (Account Number) 1234

| have read and understand the terms and conditions of the program and hereby request
membership with Dental Source of Missouri & Kansas, Inc. If paying monthly | hereby request Credit Card Information
and authorize Dental Source of Missouri & Kansas, Inc. to deduct a monthly membership
fee from my account with the financial institution named above. | understand that this /
agreement is for a minimum 12 month membership and that this authority P .

shall remain in effect until revoked by me in writing and until said notice is [ Visa [JMastercard Bxpiration Date:
actually received by Dental Source of Missouri & Kansas, Inc. | agree that Dental
Source of Missouri & Kansas, Inc. shall be under no liability whatsoever upon processing

these payments in accordance with said terms. If paying annually by credit card, | hereby Card Number
authorize Dental Source of Missouri & Kansas, Inc. to charge the credit card account listed
for the enrollment fee and annual membership fee.

Amount Charged  (Must be the sum of enrollment fee + annual
membership fee) $

X
Applicant Signature Date
L_ For Agent and Office Use Only.
X . m ’\_ Date Rec'd | Date Appr'vd Appr'vd By
' Agent Signature Date
Agent# Broker# SGA# Dist# Group#
2018
| Completed applications received by the 25th of the current month will be effective on the 1st of the following month. |
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Print this enrollment form with your browsers print command.

After completing the form mail along with your first premium payment to:

	Group Benefits, Inc.

21 Nob Hill Drive, Lower Level

St. Louis, MO  63138

Telephone:  314-438-0222
	or
	Dental Source

9091 State Line - Suite 101
Kansas City, MO 64114


Telephone: (816) 523-8900


If you have any questions please call.

All checks should be made payable to DENTAL SOURCE.

