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	Washington Dental Service New Group Application – 2009



	WDS Group Number #:
	     

	Group Name:
	     

	Group Effective Date:
	     

	
	

	COMPANY INFORMATION
	

	Company mailing address:
	

	Street Address
	     

	City
	     

	State/Zip
	     

	Email address:
	     

	
	

	Send billing To the Attention of:
	     

	One billing location?
	Yes    FORMCHECKBOX 

	No    FORMCHECKBOX 


	Is there a separate cobra billing?
	Yes    FORMCHECKBOX 

	No    FORMCHECKBOX 


	
	


	Phone Number:
	(     )          -       

	Fax Number:
	(     )          -       

	Delivery date for information cards:
	     

	
	

	ENROLLMENT INFORMATION
	

	Number of Employees:
	     

	Funding:
	WHIT

	
	

	Employee
	

	Employee enrollment:
	        % enrollment F/T employees.

	Employer contribution toward employee:
	        % (must be at least 75%)

	
	

	Dependent
	

	Dependent enrollment:
	        %

	Employer contribution toward dependent:
	        %

	Domestic Partner coverage:
	Yes    FORMCHECKBOX 

	No    FORMCHECKBOX 

	Same Sex    FORMCHECKBOX 

	Opposite    FORMCHECKBOX 


	New employee waiting period:
	     

	Dependent age limit:
	     

	Is student or IRS dependent verification needed?
	Yes    FORMCHECKBOX 

	No    FORMCHECKBOX 



	BENEFIT INFORMATION
	

	Rates
	

	Emp:
	$        

	Emp: + sp:
	$        

	Emp + child(ren):
	$        

	Emp + family:
	$        

	Contract Period:
	January through December,      

	Benefit Period:
	January through December,      

	
	Traditional (Premier) Plan    FORMCHECKBOX 
 
	or
	PPO Plan    FORMCHECKBOX 


	Class I Benefits Payable at:
	        %

	Class II Benefits Payable at:
	        %

	Class III Benefits Payable at:
	        %

	Annual Maximum:
	$        

	Annual Deductible:
	$        

	Deductible waived on Class I benefits:
	Yes

	
	

	RIDERS
	

	Orthodontics Benefits:
	Yes    FORMCHECKBOX 

	No    FORMCHECKBOX 


	Adult/Children:
	     

	Payable at:
	        %

	Lifetime Maximum:
	$        

	*Normal ortho takeover provision applies
	

	
	

	BROKER INFORMATION
	

	Broker/Agent:
	

	Street Address
	     

	City
	     

	State/Zip
	     

	Email address:
	     

	Phone Number:
	(

	Fax Number:
	(

	Broker commission:
	3%

	
	

	EMPLOYER SECTION
	

	I verify that the information provided on this application is true and correct to the best of my knowledge.

	     
	
	     
	
	     

	Name
	Title
	Date
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