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NATIONAL ASSOCIATION FOR MEDICAL & DENTAL, INC.
Membership Enrollment Form - NA245D

Last Name: First Name: M.1: Social Security Number:

Home Address: City {Complete Name}): State: Zip Code:

Sex: Date of Month Day Year Home Phone: Wark Phone: Email:

[ male [Female | &inn: () { )

Spouse/Chiid Maile/Female L.ast Name First Name M.l Date of Birth

Please sclect your payment option {annual or monthly) and provide the necessary information.

Monthly Payment - Draft Date (choose one): O tst 3 10t of each month.

By Automatic Bank Account Draft: [[] Checking Account  [] Savings Account [ ]Credit Card  SIC

Bank Name: [CJvisa TImc [ Discover
| {1 American Express

Branch Routing Number: Card #:
i Expiration Date:
| Account Number:

Card Holder:

PLEASE CHECK ONE OF THE FOLLOWING 3 Digit Code

[ Subseriper Oniy $38.95 l [CJSubscriber and One Deperidant $57.95 I [] Subseriber and Farnily $79.95 I [¥]one Time Enrollment Fee $55.00
0 G2 meluet! Mo Clieckt
TOTALAMCUNT OF ENCLOSED CHECK: $

§ UNDERSTAND THAT THE INITIAL TERM OF MY GROUP MEMBERSHIP CONTRACT 1S FOR 6 MONTHS. | HEREBY AUTHORIZE HONM,

iNC. TO DEBIT THE BANK ACCOQUNT OR CREDIT CARD EACH MONTH AS NOTED ABOVE. | UNDERSTAND THAT THE AMOUNT OF MY
MONTHLY PREMIUM WILL BE DEDUCTED FROM MY ACCOUNT.

' Signature: X Date:;

Annual Payment

PLEASE CHECK QNE OF THE FOLLOWING
(] subscriber Only $475. I __] Subscriber and One Dependant 8695.‘51 ] Subscriber and Family SESQ.‘“I (] one Time Enraliment Fee $55.00
TOTAL AMOUNT OF ENCLOSED CHECK: §

Make Checks Payable To:

Please Fax Enroliment Form To: 407-218-8943
HCNM INC. For Assistance Call (407) 844-4719

Enrollers Name #
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MetlLife

SafeGuard Dental Plan Enrollment Form (Florida)
Benefits provided by SafeGuard Health Plans, Inc., a MetLife company

Please print cleary when compleling the Enraliment Form and reiurn it 1o your Senefis Ceardinator. Choose 2 general cental o.‘ﬂ_ce [ﬁacili{y.numbgr;{ of
yeur chaice for each eligible family member from he SafeGuare Directory of Participaling Denlists. Failur_e to do so may resull in delays in receiving
dental care. If your first provider facility selection is not availatle, SafeGuard will process your second selectien.

Benefits Coordinator Use Only
i Group Ng, Eflective Date Date cf Hire

Group Name L 5752196

Division Class Dept. Code

Member's Occupation

Subscriber’s Information

Last Name First Name MI Subscriber SS#
Home Address Apt. &
City I state | Zip Code
: |
Male/Female Date of Birth Home Telephone : Wark Telephene Ext.
() . O -
: Facility Number - 1st Choice Facility Number - 2nd Choice

Must: be ¢completed to enroll in plan:

Facility numbers are found next to each General DentisU's name in the SafeGuard Direcicry of Participating Dentists.

Dependent Infoermation

Spouse/ Maies
Chilg Female

' ]
o . Date of | Stwcent (Disaoilityf Facility Number § Facility Number
LastName First Name M T | YN | YN 1st Cholce 2nd Choice

Must-be completed
to eqroll in plan:

Primary language; Please note any commumnlcation impalrment:

Agreement - | understand that any dispule or controversy which may arise between SafeGuard and my Otganization or between mysel’ and SaleS.arg
Health Plans, Inz., may be submitted o binding arsilration in liev o* a jury or court Irial. This may net agply in all states,

Autherization to refease dental records - | hereby autherize the refease and disclosure to review, of to obtain a copy of, any ang al cental recarc
which periain to me or any member of my famiy, mainiained oy my chosen Selecled General Dentist and/or Specialist, 1o Sa'eGuard and.zr any
designated agent or rapresentativa for the purposes of dental lreatment, care and lor SafeGuard's quality 2ssessment and utilization raviews, wrich wii
be kept strictly carfidential. This authorization shall remain valid for the term of this coverage.

Flcric_lal residents on‘ly: Any person who knowingly and with inten; to insure, defraug, or deceive any insurer files a statement or claim 2r an arnizaten
coniaining any false, incomplete, or misleading information is guilty of a felony of the third degree.

Waiver of Coverage

| hava been given the opponunity to apply for group dental instrance, but:

0 ©2 not choose to elect tris coverage.

Your Name (Please Print) i Your Signature ' Date
|

SG-GROUP-EF-M SG1000FL (0509}



