
H
ow

 d
o I join

?
T

h
ree easy step

s to en
rollin

g in
 th

e S
ecu

re C
h

oice P
lan

:

S
electa general dentist from

 the Plan D
entist D

irectory 
or online at w

w
w

.assurantem
ployeebenefits.com

 under 
Provider Search for H

eritage Series.  Each fam
ily 

m
em

ber m
ay choose a different Plan D

entist.

C
om

p
lete

the attached
 application form

.  B
e sure to 

includ
e the D

ental Facility N
um

ber of each d
entist you 

have selected
 in the space provid

ed
 and

 d
etach the 

application form
 from

 the brochure.

C
h

oose
your paym

ent option.  If you choose the an
n

u
al

p
rep

aym
en

t fee m
eth

od
include the appropriate prepay-

m
ent fee, the $35 enrollm

ent fee, the com
pleted applica-

tion form
 and m

ail to A
ssurant Em

ployee Benefits.  The 
annual prepaym

ent fee m
ay be paid by credit card for 

your convenience. 

If you choose the au
tom

atic m
on

th
ly b

an
k

 d
raft m

eth
od

com
plete the A

uthorization A
greem

ent on the reverse 
side of the application form

, include a voided check, the 
first m

onth’s prepaym
ent fee, the $35 enrollm

ent fee and 
m

ail to A
ssurant Em

ployee Benefits.  M
onthly prepay-

m
ent fees w

ill thereafter be draw
n autom

atically from
 

your bank account.  W
hile w

e accept autom
atic bank 

drafts from
 checking or savings accounts, w

e can
n

ot 
accep

t p
erson

al ch
eck

s on
 a m

on
th

ly b
asis.

W
h

en
 w

ill I receive a m
em

b
ersh

ip
 card

?
O

nce your application has been processed
, you w

ill receive
a m

em
bership card

, the Ind
ivid

ual D
ental Service

A
greem

ent, and
 a com

plete list of copaym
ents. Your effec-

tive d
ate w

ill be provid
ed

 w
ith your m

em
bership m

aterials.

W
h

at if I n
eed

 to ch
an

ge m
y d

en
tist?

You m
ay change d

entists by sim
ply calling the A

ssurant
E

m
ployee B

enefits C
ustom

er Service D
epartm

ent at
800.443.2995. 

H
ow

 d
o I receive care? 

A
fter your effective d

ate, phone the d
entist you selected

,
and

 tell the office that you have A
ssurant E

m
ployee

B
enefits’ coverage. T

hey w
ill sched

ule your appointm
ent to

see the d
entist.                                                                            

W
h

o is eligib
le?

You, your spouse and
 d

epend
ent child

ren as d
efined

 by
state law

.

W
h

en
 d

o I
ren

ew
 m

y d
en

tal p
lan

?
If you select the annual prepaym

ent m
ethod

, a renew
al

notification and
 billing statem

ent w
ill be m

ailed
 to your

hom
e in ad

vance of your anniversary d
ate.  If you select the

m
onthly bank d

raft m
ethod

 for paym
ent, no action is

required
 to renew

 your d
ental plan. 

R
en

ew
al/C

an
cellation

/Term
in

ation
T

his Plan renew
s at each yearly anniversary of the effective

d
ate.  C

om
pany and

 Subscriber each have the right to term
i-

nate the Plan w
ith prior w

ritten notice.  Please consult the
Ind

ivid
ual D

ental Service A
greem

ent for d
etails concerning

renew
ability, cancellation and

 term
ination.

W
h

at are cop
aym

en
ts?

C
opaym

ents are red
uced

 fees that you pay d
irectly to the

d
entist for som

e d
ental treatm

ents. A
partial list of som

e 
frequently used

 d
ental treatm

ents is includ
ed

 on the back of
this brochure. T

his list show
s you the potential savings w

ith
A

ssurant E
m

ployee B
enefits versus w

hat you w
ould

 pay
w

ithout this Plan.

C
osm

etic d
en

tistry
A

ssurant E
m

ployee B
enefits und

erstand
s the im

portance of
your appearance. T

hat’s w
hy w

e have includ
ed

 cosm
etic

services, such as bleaching and
 bond

ing proced
ures, in your

plan benefits.

O
rth

od
on

tic b
en

efits
T

he Secu
re C

hoice P
lan inclu

d
es red

u
ced

 fees on
O

rthod
ontic proced

u
res for child

ren and
 ad

u
lts.  P

lan
O

rthod
ontists provid

e red
u

ced
 fees of 25%

 off his or her
norm

al retail charge.  O
rthod

ontic services are available only
in areas w

here A
ssu

rant E
m

ployee B
enefits has P

lan
O

rthod
ontist(s) w

ho provid
e those services.  O

rthod
ontic

treatm
ent begu

n prior to you
r plan effective d

ate is not eligi-
ble for this benefit.

S
p

ecialist b
en

efits
Should

 the services of a specialist (oral surgeon, end
od

ontist,
orthod

ontist, period
ontist, or ped

od
ontist) be necessary you

m
ay seek treatm

ent from
 any Plan Specialist listed

 in our
printed

 or online d
irectory.  If an oral surgeon, orthod

ontist,
period

ontist or ped
od

ontist provid
es treatm

ent you w
ill

receive 25%
 off that specialist’s norm

al retail charges.  For
treatm

ent by an end
od

ontist you w
ill receive 15%

 off that
specialist’s norm

al retail charges.  Specialist services are
available only in areas w

here A
ssurant E

m
ployee B

enefits
has Plan Specialist(s). Please note that paym

ent for a service
perform

ed
 by a N

on-Plan Specialist is your responsibility.
[           ]
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Features of the 
Secure

Choice
Plan:

❑
N

o d
ed

uctibles

❑
N

o claim
 form

s

❑
N

o annual m
axim

um

❑
Fixed

 copaym
ent sched

ule for Plan 
D

entists

❑
R

ed
uced

 fees on O
rthod

ontic 
proced

ures for child
ren and

 ad
ults

❑
N

o referral required
 for Specialist 

benefits

❑
B

enefits for pre-existing d
ental cond

itions

A
n

n
u

al P
rep

aym
en

t Fees 

In
d

ivid
u

al
. . . . . . . . . . . . . . . . . . . . . . . . $109.82

In
d

ivid
u

al &
 O

n
e D

ep
en

d
en

t
. . . . . . . . $185.86

Fam
ily

. . . . . . . . . . . . . . . . . . . . . . . . . . . $293.15

or

A
u

tom
atic M

on
th

ly B
an

k
 D

raft
A

ccou
n

ts are d
rafted

 on
 th

e 15th
 of each

 m
on

th
 

p
rior to th

e m
on

th
 of ben

efits.  A
m

on
th

ly 
ad

m
in

istration
 ch

arge is in
clu

d
ed

 in
 th

e fees
below

. 

In
d

ivid
u

al
. . . . . . . . . . . . . . . . . . . . . . . . . $10.40

In
d

ivid
u

al &
 O

n
e D

ep
en

d
en

t
. . . . . . . . . $16.74

Fam
ily

. . . . . . . . . . . . . . . . . . . . . . . . . . . . $25.68

$35.00 E
n

rollm
en

t Fee 

Prepaym
ent Fee O

ptions

S
ecu

re C
h

oice In
d

ivid
u

al P
lan

T
he Secure C

hoice ind
ivid

ual plan provid
es d

ental bene-
fits w

ith attractive prepaym
ent fees. To receive the bene-

fits of the Secure C
hoice Plan you w

ill need
 to select a

Plan D
entist for you and

 your fam
ily m

em
bers from

 the
list of Plan D

entists.  Please note that you m
ay choose a

d
ifferent d

entist for each fam
ily m

em
ber.  

L
im

itation
s an

d
 E

xclu
sion

s
1.

A
ny services not specifically described in the C

opaym
ent

Schedule (including but not lim
ited to any hospital or

outpatient care facility cost associated w
ith any dental 

service).

2. 
A

ny dental service initiated (a) before the effective date 
of M

em
ber’s enrollm

ent or (b) after M
em

ber’s enroll-
m

ent ends.

3. 
Services provided by N

on-Plan Providers unless for 
Em

ergency Services for tem
porary pain relief (w

ith 
lim

ited benefits) as specifically provided in the 
EM

ER
G

EN
C

Y
SERV

IC
ES A

rticle of the Individual 
D

ental Service A
greem

ent.

4. 
R

eplacem
ent of bridgew

ork, dentures or other fixed or 
rem

ovable appliances unless (a) at least five years have 
elapsed since such appliance w

as provided as a Plan 
Benefit, or (b) during that five year period, appliance 
becom

es unusable and cannot be m
ade usable due to 

M
em

ber’s illness or an accident involving dam
age to 

the appliance w
hile it is in use.

5. 
R

eplacem
ent of dentures or other rem

ovable appliances 
due to (a) dam

age w
hile not in use or (b) loss or theft.

6. 
O

ral reconstruction using fixed bridgew
ork or other 

fixed appliances if the overall treatm
ent plan to achieve 

com
plete oral reconstruction involves the replacem

ent of
six or m

ore teeth (w
hether those teeth are m

issing before
treatm

ent begins or are extracted as part of the overall 
treatm

ent plan).

7. 
Im

plants or any related im
plant appliances, or surgery 

for the insertion of im
plants or any related im

plant 
appliances, w

hether fixed or rem
ovable.

8. 
Surgical rem

oval of im
plants or im

plant appliances, or 
any surgical or non-surgical services to adjust, repair, 
replace, or treat any problem

 related to an existing 
im

plant or im
plant appliance, w

hether fixed or rem
ov-

able.

9. 
R

estorations or splints used to increase vertical dim
en-

sion, restore occlusion, or replace or stabilize tooth 
structure lost by attrition.

10.O
rthodontic treatm

ent involving therapy for m
yofunc-

tional problem
s, TM

J (tem
porom

andibular joint) dys-
functions, m

icrognathia, m
acroglossia, cleft palate or 

other grow
th and developm

ental abnorm
alities.

11. O
rthodontic treatm

ent associated w
ith orthognathic 

surgery, w
hether the treatm

ent precedes or follow
s the 

surgery.

12. Extractions of third m
olars (w

isdom
 teeth) that are not 

sym
ptom

atic, w
hether or not the extractions follow

 the 
com

pletion of orthodontic treatm
ent.  Exam

ples of 
sym

ptom
atic conditions include decay, odontogenic 

cysts, chronic pericoronitis and infection.

13. Treatm
ent of m

alignancies, neoplasm
s or cysts, includ-

ing but not lim
ited to biopsies.

R
en

ew
ab

le at op
tion

 of C
om

p
an

y.

By my signature below, I understand that this Individual Prepaid Dental Plan is a non-refundable one (1) year program.  I also understand
that a full description of the plan will be provided in the Individual Dental Service Agreement and that the dentist I select may or may not
perform all of the procedures listed on the Copayment Schedule. I authorize the dentist who has rendered procedures to me or members
of my family to make available to Union Security Insurance Company my dental records, photocopies or information regarding such pro-
cedures to the extent permitted by law.  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a state-
ment of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.  This
authorization is not governed by HIPAA; however, when necessary, I may be asked to execute a HIPAA authorization form, allowing Union Security
Insurance Company and its affiliated dental companies to use and disclose protected health information.

Agent’s Signature________________________ Date________ Subscriber’s Signature ____________________ Date__________

Your Social Security Number    Last Name First Name              Middle I.    Sex  M ■■

F ■■

Your Date of Birth      Address

Home Phone           City State Zip Code+4

List Dependents to be Enrolled 

First Name        Middle I.             Last Name (if different)             Relationship Date of Birth Sex

Spouse
/                    M ■■ F ■■

Child
/                    M ■■    F ■■

Child

/                     M ■■ F ■■
Attach a separate sheet of paper for additional children.

Assurant Employee Benefits
Application Form  

AGENT NUMBER

IMPORTANT
Write the Dental Facility

Number of the 
dentist(s) you choose
from the directory in 
the space(s) below.

10.40   16.74 25.68
109.82 185.86 293.15
BDC-IAPP-FL

This is an important document that will become part of your contract.  Benefits administered by Union
Security Insurance Company and provided by DentiCare, Inc. (A Florida Corporation) A Prepaid
Limited Health Service Organization Licensed Under Chapter 636 of the Florida Statutes.

Select
Payment 
Choice

■■ Visa ■■ MasterCard  ■■ American Express  ■■ Discover   
Exp.  Date Mo._____  Yr.______

■■ Annual Payment - make the check    
payable to Union Security Insurance   
Company. 

■■  Charge my annual prepayment fees
■■ Automatic Monthly Bank Draft -

complete the Authorization Agreement 
on the reverse side of this form.

Please retain a copy of this 
application for your records

Prepayment Fee Amount
$_______

+Enrollment Fee
$_______                

Total Enclosed $_______
35.00

Dental Facility
Number

2
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Prepayment fees are deducted from your authorized account on the
15th of the month prior to the month of benefits.  The Authorization

Agreement automatically renews if the Individual Dental Service
Agreement renews. 

Name(s)                                               Social 
Security             
Number

Authorization Agreement For Automatic Monthly Bank Draft

Bank Name City State

Account Number

I (we) hereby authorize Union Security Insurance Company to initiate debit entries, and to initiate if
necessary, credit entries and adjustments for any debit entry corrections to my (our) account indicat-

ed below and the Financial Institution named below to debit and/or credit same to such account. If you selected the
Monthly Bank Draft
Payment method,

enclose a voided check,
your first month’s

prepayment fee and
$35 enrollment fee with

this form and send
them to us.

Include your Checking or Savings Account Number 
in the boxes below:

IMPORTANT

BDC-IAPP-FL

A031000095 285 414 3A 3780

John M. Doe
Mary J. Doe
210 East Anystreet
Youngstown NJ 07095

3780

Memo

20
3-6-340

CENTRAL NATIONAL BANK
Youngstown, NJCP

D O L L A R S

Pay to the
ORDER OF

VOID

Checking ■■
Savings   ■■

This authorization is to remain in full force and effective until Union Security Insurance Company has received 
WRITTEN notification from me (or either of us) of its termination by the 10th of the month 
prior to the month when the enrollment is to be terminated.

Signature_______________________________________________ Date______________
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Typewritten Text

Johnny
Typewritten Text

Johnny
Typewritten Text
Please fax or mail application to:
John K Arnold Insurance
5415 Lake Howell Rd # 325, Winter Park, FL 32792
Ph:  407-592-0311
Fax: 407-386-7053  Checks are payable to Denticare
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