
S-10729 DentAssure (ER.APP) 

DentAssure Dental/Vision 
Plans 

For Company Use Only 

Employer Application 
 

ER #  
 

Agent #  
 

Eff. Date  
 

PLEASE PRINT IN SPACE PROVIDED 
 
 

 
 Indemnity  

GH-1112-38220 

  
 PPO Scheduled 

GH-1112-38222  

  
 PPO UCR      

GH-1112-38223    

 
 Vision 

GH-1157-38221 
 

GROUP INFORMATION 
Legal name of Employer Applicant (Policyholder): 
 
Nature of Business: Federal Tax ID No.: SIC Code: 
   
Mailing Address: City: State: Zip Code: 
    
Street Address (if different from above): City: State: Zip Code: 
    
Name and Title of Employer Plan Administrator/Human Resources 
Contact: 

Phone Number: Fax Number: 

 ( ) ( ) 
e-mail Address: Proposed Effective Date of Insurance: 
  

Advance payment of $_______________ is being submitted herewith to be applied by the Company to premiums for insurance when 
and if issued. 

ELIGIBILITY 
The term “eligible employees”, when used below, means actively working full-time (at least 30 hours per week) employees who have 
completed their waiting period. 
 
 ( A )  Total No. of all employees (full-time, part-time, seasonal, etc.)   Please explain any differences.  

 ( B )  Total No. of eligible employees      

 ( C )  Total No. of eligible employees enrolled      

 ( D )  Total No. of eligible employees with dependents      

 ( E )  Total No. of eligible employees who enrolled dependents      

 ( F )  Total No. of eligible employees in their waiting period       

 ( G )  Are there any classes of full-time employees excluded  
         from coverage?    Yes     No  If yes, describe the class.  

 
_________________________________________ 

 

 ( H )  A copy of your Employee Quarterly Wage Report (if applicable) must accompany this application. 
Waiting Periods: 
Number of months for employees hired after the requested effective date is: ______________ 
Coverage will be effective the first of the month following the stated waiting period. 
Employer Contribution Level 
q 100% Employer Paid OR  q  % Employer Paid for both employee and dependent coverage. 
OR the following Employer Contribution Level:  
1.  For Employees:  %  OR  $   2.  For Dependents:  %  OR  $   

PRIOR CARRIER INFORMATION 
If the insurance applied for replaces, or is in addition to, any similar group or wholesale insurance now or previously in force, give the 
carrier, the type of coverage and the date the insurance was or is to be discontinued. 
 
 
           

Carrier Name  Type of Coverage  Termination Date 
 
For Prior Coverage Credit to be considered, this application must be accompanied by a current month’s billing from the current carrier, a 
copy of an in-force certificate and benefit schedule as well as proof of the effective date for each Insured Individual (and dependents, if 
insured). 

 

Underwritten by:  
Security Life Insurance Company of America 

Minnetonka, MN  55343 

Administered by:  
Integrity Administrators, Inc.  

P.O. Box 13128, Sacramento, CA 95813-3128 
Phone: (800) 562-9383 ♦♦ Fax (916) 921-3383 

 
– PLEASE COMPLETE OTHER SIDE – 



 

SCHEDULE OF BENEFITS 
PPO UCR PLAN 

Deductible:   $25   $50   $100 Deductible Is Waived for Preventive Procedures. 
Calendar Year Maximum:    $1,000   $1,500   $2,000 
PPO Benefit Level Option Selections: (Select only one from each Benefit level listed below). 
Preventive:  100% In PPO  / 100% Non PPO  100% In PPO / 90% Non PPO  100% In PPO / 80% Non PPO 
Basic:    90% In PPO  /   80% Non PPO    80% In PPO / 70% Non PPO    90% In PPO / 70% Non PPO 
Major:    60% In PPO  /   50% Non PPO    50% In PPO / 50% Non PPO  

PPO SCHEDULE PLAN 
Deductible Is $50 Deductible Is Waived for Preventive Procedures. 
Calendar Year Maximum:    $1,000   $1,500   $2,000 
Benefit Levels Are: 
Preventive: 100% In PPO / 100% Non PPO Basic: 80% In PPO / 80% Non PPO  Major: 50% In PPO / 50% Non PPO 

INDEMNITY PLAN 
Deductible:   $25   $50 Deductible Is Waived for Preventive Procedures. 
Calendar Year Maximum:    $1,000   $1,500   $2,000 
Benefit Levels Are: 
Preventive: 100% Basic: 80% Major: 50% 

ENDODONTIC / PERIODONTIC BENEFIT OPTION* 
Endodontic / Periodontic Benefits:  Covered Under Basic Benefits      Covered Under Major Benefits 
*To qualify for Basic Benefits, the employer must have at least 5 employees enrolling in the dental plan. 

ORTHODONTIC BENEFIT OPTION* 
Orthodontic Benefits:    Yes    No Benefit Level:   $1,000 Lifetime Maximum   $1,500 Lifetime Maximum 
*To qualify for orthodontic benefits, the employer must have at least 5 employees enrolling in the dental plan. 

VISION BENEFIT PLAN 

Electing the Vision Plan:   Yes   No 

COBRA 
Is this group:   COBRA   Cal COBRA 

Does group currently have COBRA participants?   Yes   No 

If yes, please indicate names:______________________________________________________________________________________ 

Are you electing to have Integrity Administrators administer COBRA for the group?   Yes   No 

NOTE: California law prohibits an HIV test from being required or used by health insurance companies as a 
condition of obtaining health insurance coverage. 

AGREEMENT AND SIGNATURES 
It is understood and agreed as follows:    
1. No coverage is effective until approved by Security Life Insurance Company of America.   
2. Insurance will be effective with regard to those individuals listed in the Eligibility Section on the later of the following 

dates: (a) the effective date approved by the Company; (b) the date this application is signed; or (c) the date the first 
premium is paid in full. 

3. No agent has the authority to waive any of the Company’s rights or requirements, or to make or alter any contract or 
policy. 

4. The employer applicant agrees to make the appropriate premium deductions from each insured‘s payroll check, if 
applicable, and remit to Administrator within 30 days of the deduction. 

 

Dated at:   this   day of  ,  . 

       

 X    X  
 Signature of Writing Agent  Tax I. D. Number  Applicant’s Signature  

 X  (      )    
 Signature of Other Agent(s)  Phone Number  Type or Print Applicant’s Name  

   (       )    
 Agency Name  Fax Number  Agent’s e-mail Address  

           
 Agent’s Business Address  City  State  Zip Code  Agent Code  

SPECIAL REQUESTS 
Send Administration Kit, Certificates, and ID Cards to: q Broker q Policyholder 
 
 
 


