
















Please Complete Both Sides

Choose your Plan (Choose only one) Payment Options (Choose either Checking/Savings or Credit Card Payment)

Discount Plan Billing Period:               Monthly (Withdrawn on the 16th  or next 2 business days)               Annual (Check or Credit Card)

Silver Network Checking or Savings (Include a $15.00 enrollment fee with your payment)

Co-Pay Plans Checking Account (Include Voided Check)               Savings Account (Include Deposit Slip)

Gold Network Platinum Network Financial Institution:

Co-Insurance Plans Routing Number:

Option 1 Option 2 Account  Number:

Gold Network Gold Network Credit Card Payment (Include your check for the $15.00 enrollment fee)

Platinum Network Platinum Network VISA               MASTERCARD

Vision plan included with all dental Plans Account Number:                                                                                                                       Exp. Date:

I wish to enroll in the plan I have selected. I authorize and agree to account deduction of 
the required premium.

Signature:                                                                                  Date:

Account Holder Name:  

Account Holder Signature:                                                                                                  Date:

This authorization will remain in effect until the �nancial institution has received and has had reasonable time to act on a written request from me to terminate this agreement.  I understand that I can stop a withdrawal by notifying the �nancial institution at least 
three business days before the withdrawal is made.  In the event of a withdrawal error, I must promptly notify the �nancial institution to preserve any rights I may have.  Please direct billing inquiries to Dental Select, 5373 S. Green Street., 4th Floor, Salt Lake City, 
UT 84123.  I have read and understand the statements above pertaining to the billing option. Your cancellation will be effective the �rst day of the month following the month your written request is received.
In the event there are insuf�cient funds when a draft is charged to my account, I agree to pay $25 NSF Fee. The 3rd returned check in any 12 month period will result in the immediate cancellation of my policy. Dental Select reserves the right to deny me the   
ability to be reinstated on any Individual Dental Select plan for two years.

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.  Gold and Platinum plans of insurance are underwritten by ACE American 
Insurance Company.




