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	Guaranty Assurance Company
	
	DINA Dental Plan™

	A Life, Accident & Health Insurer
	
	and

	PO Box 40017
	
	DINA Dental Network

	Baton Rouge, LA  70835-0017
	
	1-800-376-DINA (3462)

	
	
	

	Enroll in a DINA Dental Plan ~ Choose from Prepaid or PPO Plan Designs
Free Vision & Pharmacy Discount Plan Included ~ Emphasis on Preventative & Diagnostic Care
Check out the list of providers:  www.dinadental.com

	Last Name:  
	First Name:  
	Middle Initial:  

	Mailing Address:  

	City:  
	State:  
	Zip:  

	Phone:       
	SSN:               -      -      
	Date of Birth:        
	Male
	 FORMCHECKBOX 


	
	
	
	Female
	 FORMCHECKBOX 


	Effective Date:   
	Date of Hire:  
	Date of Termination (if cancelling):       

	

	
	New  FORMCHECKBOX 

	Add  FORMCHECKBOX 

	Delete  FORMCHECKBOX 

	Cancel  FORMCHECKBOX 

	

	
	Notes:
	

	
	
	

	
	Enrollment Status
	
	*Prepaid Plan* (Group Rates)
	
	*Prepaid Plan* (Individual Rates)
	
	PPO Plan
	

	
	Employee Only
	
	 FORMCHECKBOX 

	$13.00
	
	 FORMCHECKBOX 

	$13.00
	
	 FORMCHECKBOX 

	$20.00
	

	
	Employee + One
	
	 FORMCHECKBOX 

	$21.00
	
	 FORMCHECKBOX 

	$21.00
	
	 FORMCHECKBOX 

	$38.00
	

	
	Employee + Family
	
	 FORMCHECKBOX 

	$28.00
	
	 FORMCHECKBOX 

	$28.00
	
	 FORMCHECKBOX 

	$60.00
	

	
	Employee + 4 or More
	
	
	
	
	 FORMCHECKBOX 

	$32.00
	
	
	
	

	

	*The Prepaid Plan is NOT an Insurance Product and a Dentist MUST be Selected from the List of Participating Providers*

	
	Name of Selected Dentist (Prepaid Plan ONLY):
	     
	

	

	Include coverage for the listed dependents.  Unmarried children up to age 25 may be covered as a dependent.

	Dependents
	First, Middle Initial, Last Name
	Social Security Number
	Date of Birth
	Male
	Female

	 Spouse
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	     -      -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	▪ Child
	                     
	    -       -     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Do you or any dependents listed above have other dental insurance coverage?            Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	Membership in the DINA Dental Plan and dental insurance is requested for all persons named in this application.

	Please Note:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to a fine and confinement in prison.  If any contribution from me is necessary to pay part of the cost of insurance, I authorize my employer to deduct the contribution from my wages.

	Applicant’s Signature:
	
	Date Signed:
	
	

	Agent’s Signature:
	(Soldevila & Associates LLC)
	DINA Agent #
	42401
	

	Takeover:  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	Prior Carrier & Expiration Date:
	     
	

	

	Please Mail or Fax 
	For more information call:

	Enrollment Forms with Payment to:
	Soldevila & Associates, LLC

	Soldevila & Associates, LLC

2121 N Causeway Blvd, Ste 258

Metairie, LA  70001

Fax (504) 834-4416

Please make checks payable to:  DINA Dental
	

	
	(504) 834-3639


