The Dental Network, Inc.
10455 Mill Run Circle
Owings Mills, Maryland 21117
202-479-8000

An independent licensee of the Blue Cross and Blue Shield Association

GROUP APPLICATION

PRINT OR TYPE PLAN: DATE:
1. Group Name:

Address:

Street City State Zip Code
Telephone: ( ) Contact:
Name Title
Email:

2. Eligibility Requirements:  To be eligible, employees must have been employed with the Group for
at least (__) months and work a minimum of (__) hours per week.

3. Total Number of Eligible Employees: Total Enrolled:

NUMBER RATE TOTALS

Covered Employee Only

Covered Employee and Child

Covered Employee and Spouse/Partner
Covered Employee and Family

Ll RS Ry R
L2l R RS2 RE23

First Month’s Remittance $

4. Effective Date: (must be first day of the month)

This application is subject to all terms and conditions of the Group Dental Services Contract and approval
of The Dental Network, Inc.

Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or

benefit or who knowingly or willfully presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.

(SEAL)

WITNESS Authorized Officer/Agent of Applicant

Acknowledged:

THE DENTAL NETWORK, INC.
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DISCLOSURE STATEMENT

Under Maryland Law, your group member may purchase a dental point-of-service option as an additional
benefit. A dental point-of-service option allows your group members to obtain dental care services from
dentists outside the dental provider panel under certain circumstances that are described in the group
insurance certificate issued by the carrier supplying the point-of-service option. You have the choice to
either pay for this dental point-of-service option, pay a percentage of the cost of this option, or require
your group members to pay for the entire cost of this option. The cost of the dental point-of-service
option described in the group insurance certificate issued by the carrier supplying the point-of-service
option is identified in your proposal. Please indicate below the group members who have chosen this
dental point-of-service option.

I HAVE READ AND UNDERSTAND THIS DISCLOSURE STATEMENT AND HAVE PROVIDED
NOTICE OF THE AVAILABILITY OF THIS ADDITIONAL BENEFIT TO MY ELIGIBLE GROUP
MEMBERS.

Date Group Policyholder

Signature

GROUP MEMBERS WHO HAVE CHOSEN POINT-OF-SERVICE OPTION:

(Please attach additional sheet, if necessary)

Agent Name (Please print):

Agent Signature:

Agency Name:

Address:

Telephone: Fax:

Email:
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