
New Hire Waiting Period Employee Category - (for new hire waiting periods)

Employees will be eligible to enroll the first of the month following the required days of continuous full time 

employment with the group. Present employees who are eligible must enroll on the policy effective date, or within 31 

days of group effective date. New employees must enroll within 31 days of the date they become eligible. (Please 

complete employee category section)

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________

Days: _________________________________

Days: _________________________________

Days: _________________________________

Days: _________________________________

Days: _________________________________

Contributory Plan Information - (if applicable)

Number of Full Time (at least 30 hrs. per week) Employees: ____________________________________ Number Waiving Coverage: ________________ Number Waiving Due to Other Coverage: ________

Employer Contribution Percentage for Employee: __________________________________________% Employer Contribution Percentage for Dependant: ________________________________________%

Does the employer now have a comparable dental plan which has been in force for the past 12 consecutive months?

          Yes             No

The benefit waiting period for basic, major and orthodontic services may be waived only for those employees 

covered under the company’s prior comparable plan. To qualify for the waiting period to be waived, a copy of the 

prior dental certificate booklet and current bill listing the covered employees eligibility date must accompany 

this application, or be received by Dental Select within 45 days of effective date of group.  

Group Information 

Group Name

SIC Code or Industry Requested Effective Date

Street Address

City State Zip Code

Phone Fax

Nature of Business

Billing Address

City State Zip Code

HR Contact & Title

Phone # Email

Billing Contact & Title

Phone # Email

Number in Group Number Enrolling Electronic Enrollment (834 file format)
For groups 250+ enrolled
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Plan Options - Check all that apply.

Plan Type - Select one

Contributory Plan Voluntary Plan

Dental - Select one

Discount - Silver Network* Indemnity Max - Platinum Network

Co-Pay - Gold Network PPO & Indemnity Options

Co-Pay - Platinum Network Standard (w/o Max option)

PPO Max - Gold Network Preventive & Basic

PPO Max - Platinum Network Preventive

*This plan is not underwritten by ACE American Insurance Company

Insured Vision

Access Value

Access Classic

Access Choice:

Vis4 

Vis5 

Vis6 

Vis8 

Vis7 

Vis10 

Accidental Death & Dismemberment (AD&D) - Select one

Employee Decline

Employee + Family 

AD&D Voluntary - Amount $ _______________

Beneficiary Designation Required - (Additional form available with Employee Enrollment)

AH-22273–TX
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5373 S. Green Street, 4th Floor
Salt Lake City, UT 84123

(800) 999-9789 (801) 495-3000
Toll Free Fax (888) 998-8709

Fax (801) 290-5113

Rates

Dental Plan Name: #1 ________________ #2 ________________ #3 ________________ Vision AD&D

Sold Rates Sold Rates Sold Rates Sold Rates Sold Rates

Single: __________________ __________________ __________________ __________________ __________________

Employee/Spouse: __________________ __________________ __________________ __________________ __________________

Employee/Children:
(if applicable) __________________ __________________ __________________ __________________ __________________

Family: __________________ __________________ __________________ __________________ __________________

Monthly Administration Fee as quoted:  $____________________________
($2.00 per employee: maximum $20.00)

First month’s premium must be included with application.

Terms & Conditions

By signing below, company officer or authorized person:

s฀฀฀฀฀UNDERSTANDS฀THAT฀THE฀)N
.ETWORK฀PLAN฀PROVIDERS฀ARE฀NOT฀AGENTS�฀REPRESENTATIVES�฀NOR฀EMPLOYEES฀OF฀$ENTAL฀3ELECT�
s฀฀฀฀฀REPRESENTS฀THAT฀ALL฀INFORMATION฀ON฀THIS฀APPLICATION฀AND฀ANY฀ATTACHMENT฀IS฀CORRECT฀AND฀COMPLETE฀TO฀THE฀BEST฀OF฀HIS�HER฀KNOWLEDGE฀AND฀BELIEF�
s฀฀฀฀฀UNDERSTANDS฀THAT฀NO฀INSURANCE฀WILL฀BECOME฀EFFECTIVE฀UNTIL฀APPROVED฀BY฀THE฀)NSURANCE฀#OMPANY�
s฀฀฀฀฀UNDERSTANDS฀THAT฀NO฀AGENT฀HAS฀THE฀AUTHORITY฀TO฀MODIFY฀OR฀WAIVE฀ANY฀CONDITIONS฀OF฀THIS฀APPLICATION฀OR฀THE฀POLICY฀NOR฀TO฀BIND฀THE฀INSURANCE฀COMPANY฀BY฀MAKING฀ANY฀PROMISE฀OF฀REPRESENTATION�
s฀฀฀฀฀AGREES฀TO฀MAINTAIN฀AND฀FURNISH฀ANY฀RECORDS฀NECESSARY฀TO฀ADMINISTER฀THE฀POLICY�
s฀฀฀฀฀UNDERSTANDS฀THAT฀ONLY฀THOSE฀EMPLOYEES฀WHO฀MEET฀ELIGIBILITY฀REQUIREMENTS฀ARE฀TO฀BE฀COVERED฀UNDER฀THE฀POLICY฀AND฀THAT฀PARTICIPATION฀REQUIREMENTS฀MUST฀BE฀MET฀BEFORE฀THE฀POLICY฀WILL฀BECOME฀EFFECTIVE฀
       and that such requirements must be maintained while the policy is in force to prevent termination of the policy.
s฀฀฀฀฀UNDERSTANDS฀THAT฀COVERAGE฀UNDER฀THE฀POLICY฀CAN฀BE฀TERMINATED฀IN฀ACCORDANCE฀WITH฀ITS฀TERMS฀AND฀CONDITIONS�
s฀฀฀฀฀UNDERSTANDS฀THAT฀THE฀EMPLOYER฀IS฀THE฀PLAN฀SPONSOR฀AND฀PLAN฀ADMINISTRATOR฀AND฀THAT฀NEITHER฀$ENTAL฀3ELECT฀OR฀!#%฀!MERICAN฀)NSURANCE฀#OMPANY�฀NOR฀ANY฀INSURANCE฀AGENT฀IS฀A฀PLAN฀ADMINISTRATOR฀NOR฀฀
       fiduciary, as those terms are defined under the Employee Retirement Income Security Act of 1974 (ERISA) with respect to participating employer’s plan of groups insurance, and the questions 
       regarding the tax or legal effects of the plan are to be resolved by the employer with advice of their own counsel.

The applicant hereby requests insurance for eligible persons based on the above statements and representations, and where applicable, agrees to be bound by the terms and conditions of any trust 
agreement establishing a trustee as policyholder. Insurance will not go into effect until the required premium is paid for the plan of benefits selected by the Applicant.

WARNING: IT IS A CRIME TO PROVIDE FALSE OR MISLEADING INFORMATION TO AN INSURER FOR THE PURPOSE OF DEFRAUDING THE INSURER OR ANY OTHER PERSON. PENALTIES INCLUDE IMPRISON-
MENT AND/OR FINES. IN ADDITION, AN INSURER MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE APPLICANT.

Signature - Company Officer or Authorized Person                                                                     Name      Date

Agent / Broker Information

Agent Name Email

Agency Name Agent Phone #

GA (if applicable) Agent ID #

Agent Signature Date

NOTE: Please make a copy of this form for your records before submitting.

Dental Select Office Use Only

Approved by Date Approved Title

Effective Date Group #

AH-22273–TX

ACE USA is the U.S. domestic operating division of ACE Limited. Insurance 

products and services are provided by the U.S. insurance underwriting 

companies and not by ACE Limited. This plan of insurance is underwritten by 

ACE American Insurance Company.
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User Type

Group Member Agent/Broker  (If the user type is Agent/Broker, you MUST attach the group’s authorization email.)

Administrator Information User Information

Group Name: User First Name:

Group Number: User Last Name:

SE for Group:
Is this proposed user a Dental Select member?                Yes               No

Group Type:
Fully – Insured Self – Funded*

User’s Date of Birth: User Email Address:

* Special Notes or Exceptions:
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