p.1

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

Last Name: First Name; M.1.: Social Security Number.
Heome Address: City {Complete Name): State: Zip Code:
Sex: Dale of Month Day Year Home Phone: Work Phone: Email:

[[] Male [ JFemale | Binn: ¢ ) )

Spouse/Child Male/Female Last Name First Name ML Date of Birth

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

Monthly Payment - braft Date (choose one): O 1st (] 10th of each month.
By Automatic Bank Account Oraft: [ Checking Account  [] Savings Account [ |Credit Card  SIC
| Bank Name: [(1wvisa [1mMC [ ]Discover
] American Express

Branch Routing Number: Card #

Expiration Date;
Account Number:

Card Holder:

PLEASE CHECK ONE OF THE FOLLOWING 3 Digit Code

[ Subscriber Gniy $39.95 I [} Subscriber and One Dependant $57.95 I [ Subseriber and Family $79.95 ] [V]0ne Time Enroliment Fee $55.00
{10 8= wnptuted ¥ Cherky
TOTAL AMCUNT OF ENCLOSED CHECK: $

| UNDERSTAND THAT THE INITIAL TERM OF MY GROUP MEMBERSHIP CONTRACT IS FOR 6 MONTHS. | HEREBY ALUTHCRIZE HCNM,
INC. TG DEBIT THE BANK ACCOUNT 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 ONE OF THE FOLLOWING
L Subscriber and One Dependant 3895“5’ 7 Subscriver and Family $959.‘“’ {1 One Time Enroliment Fee $55.00
{70 B included ' Chooxd
TOTAL AMOUNT OF ENCLOSED CHECK:
Make Checks Payable To:

[_] Subscriber Only $479.<

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

Enrollers Name #




‘\\7 SafeGuard Dental HMO Enrollment Form
Texas

Fleasa print cleatly wnen completing the Enrallmen: Form ane returs it to your Benelils Ceordinator, Cheose a peneral dental office facility numaen of your
ghoce for aach el'prple famly memaer from the SafaGuard Direciory of Participatng Dent:sts. Failure 10 do §C may result in Celiys in secening dental care.
I vour first grovider facility selection is not avaitable, SaleGuard will process yeur seccnd selection,

Benefits Coordinator Use Only .
FGrouo,’Empioyer Nama { Group No. : Effective Date . Date of Hire 1

5752196 ; %

L

Subscriber's Information

Las: Name First Name 5] 1 Sudscriber 552
J .
Fome Address Apl, #
City State | Zip Code
|
Mele/Female | Date of Birth |Home Telephore Wark Telexhone FExt.
- ' I( } i ) r
. Facillty Number - 1st Cholce Facility Number - 2nd Cholce

Mustbe completed to enroli Inplan:

Facility numbers are found next to each General Dentist's name in the SafeGuard Directory of Participating Dentists and on our website at
www,safeguard.net.

Dependent information

Tate of : Student: Disability | Facility Number | Facllity Number

Spouse/| Male; Corer Maren ,
First Name ME g wen YN 1st Choice 2nd Cholce

Chilg | Female

Please ingwate any disadity 1hat wold affect your ability to communicate ¢r reaa: 15t he completed

Primary {anguage: Please note any communication Impairment:

Authorlzation to release dental secords - 1 hereby authorize the release and disciosure 1¢ review, Of 10 0btain a copy of. ary ard ai Sental r218°28 wnen
penain to me or any member of my family, maintainee by my chosen Selecied General Dentist and/or Specialist, 10 SafeG.erd ans, or ary ces o213 a3~
or represemtative for the purposes of dentel treatment. care anc for SafeGuard's quality assessment and utilization reviews. which will o2 a2zt 5l
confidential, This authenzaton shall remain valic for tre term of 1is coverzge.

Point of service option: SzfeGuard has arranged for indemnity insurance coverage 1o be proviced 1o eligible members for servicas nct s.foned oy
SafeGuard. Tris arrangement s 3 berefit unger tre terms of this contract, and the Cesuficate of Insurarce issuec by SafeHealth Life Irsurance Ci~zar,
which outlines the scope of coverage and the manner in wrich e certal insurance Toverage may be usec,

In order 10 recer.e deretils from SafeGuard Health Plars” Denal HEMD Plan, you musi vubze only nelwdra providers, except for emergenc:

wvoulr Must mee: the required deduclinie anc are respersible for e Qoeirsurance amgunt soecifec it ne polity er caruficate.

ich alect th int-0f-Sarvige 0n, .
D chogse 10 elect the Point-of-8anvige Qotin Visit our websie

at www safeguars et
for up-io-gate pro.cer
fistings.

Waiver of Coverage
| have teen given the opooitanity 16 apply for groun ezl insurance. bu

Do net choose 10 glect this coverage.

“Your Name (Please Print; Your Sigratre Date

SHP.GROUP-EF-TX s



