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To: Health Plans of Georgia 

Fax #: 770-271-4012 

Please accept my completed application and contact me to confirm receipt.  

Name: ______________________________________________________ 

Email: _______________________________________________________ 

Phone: ______________________________________________________ 

   

 



By my signature below, I understand that this Individual Prepaid Dental Plan is a non-refundable one (1) year program. I also under-
stand that a full description of plans will be provided in the Individual Prepaid Dental Plan 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 procedures to the extent permitted by law. 

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.

Union Security DentalCare 
of Georgia, Inc. Application Form  

REP NUMBER

IMPORTANT
Write the Dental Facility

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

11.60   18.63 28.37
127.20 211.56  328.44
KC4173AGA-E

Please retain a copy of this application for your records.  This is an important document that will
become part of your contract.

Select
Payment 
Choice

�� Visa �� MasterCard  �� American Express  �� Discover   
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 

Select Individual 
Prepaid Dental Plan

Prepayment Fee Amount
$_______

+Enrollment Fee
$_______                

TotalEnclosed $_______
35.00

Dental Facility
Number

C
om

p
lete

the attached application form
.  Be sure to    

include the D
ental Facility N

um
ber of each dentist 

you have selected in the space provided and detach 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

, includ
e the appropri-  

ate prepaym
ent fee, the $35 enrollm

ent fee, the com
-

pleted
 application form

 and
 m

ail to us. T
he annual 

prepaym
ent fee m

ay be paid
 by cred

it card
 for your 

convenience. You m
ay enroll over the phone if you are 

choosing the annual prepaym
ent fee m

ethod
.

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 sid
e of the application form

, includ
e a void

ed
 

check, the first m
onth’s prepaym

ent fee, the $35 enroll-
m

ent fee and
 m

ail to us.  M
onthly prepaym

ent fees 
w

ill thereafter be d
raw

n autom
atically from

 your bank
account.  W

hile w
e accept autom

atic bank d
rafts from

 
checking or savings

accounts, w
e cannot accept per-

sonal checks on a m
onthly basis.

W
hen w

ill I receive a m
em

bership
card?
O

nce your application has been processed
, you w

ill receive
a m

em
bership card

, the Ind
ivid

ual D
ental Prepaid

 Plan
A

greem
ent, and

 a com
plete list of copaym

ents. 

W
hat if I need to change m

y dentist?
You m

ay m
ake a request to change d

entists at anytim
e by

sim
ply calling C

ustom
er Service at 800.443.2995 to select

another participating provid
er.

W
ho is eligible?

You, your spouse and
 legal d

epend
ents und

er the age of
28 are eligible for d

ental benefits. 

23

Plan Features

H
ow

 does the plan w
ork?

D
entists w

ho participate in this prepaid
 d

ental plan have
agreed

 to offer services to plan m
em

bers at a d
iscount.

M
em

bers pay the Plan D
entist his or her d

iscounted
 fee

d
irectly.  T

hese d
iscounted

 fees are called
 copaym

ents.  N
ot

all services are subject to d
iscounts.  A

sam
ple of the copay-

m
ents for this plan is includ

ed
 in this brochure. 

Cosm
etic dentistry

W
e know

 how
 im

portant a great sm
ile is to you, as w

ell as
the benefits of having the sm

ile that you w
ant and

 d
eserve.

T
hat’s w

hy w
e have includ

ed
 som

e cosm
etic proced

ures,
such as bleaching and

 bond
ing, in the list of copaym

ents.

Vision discount benefits
A

vision d
iscount plan is includ

ed
 w

ith your d
ental plan.

T
he vision plan includ

es d
iscounts on eye exam

s, eyeglass-
es, and

 other perscription eyew
ear w

hen provid
ed

 by par-
ticipating provid

ers.  U
pon your enrollm

ent, inform
ation

regard
ing the vision plan w

ill be m
ailed

 to you.  

O
rthodontic benefits

T
he Select Plan includ

es d
iscounts on O

rthod
ontic proce-

d
ures for child

ren and
 ad

ults.  Plan O
rthod

ontists provid
e

d
iscounts of 25%

 off his or her list charge.  O
rthod

ontic
services are available only in areas w

here D
entiC

are has
Plan O

rthod
ontist(s) or Plan D

entist(s) w
ho provid

es those
services.  O

rthod
ontic treatm

ent begun prior to your plan
effective d

ate is not eligible for this d
iscount.

Specialist benefits
Should

 the service of a specialist (O
ral Surgeon, E

nd
od

on-
tist, O

rthod
ontist, Period

ontist, or Ped
od

ontist) be neces-
sary you m

ay seek treatm
ent from

 any Plan Specialist list-
ed

 in our printed
 or online d

irectory.  If an O
ral Surgeon,

O
rthod

ontist, Period
ontist or Ped

od
ontist provid

es treat-
m

ent you w
ill receive 25%

 off list charges.  For treatm
ent

by an E
nd

od
ontist you w

ill receive 15%
 off list charges.

Specialist services are available only in areas w
here

D
entiC

are has Plan Specialist(s). 

Please note that paym
ent for a service perform

ed
 by a 

N
on-Plan Specialist is your responsibility.

H
ow

 do I join?
T

h
ree easy step

s to en
rollin

g in
 th

e S
elect P

lan
:

S
electa general dentist from

 the Plan D
entist D

irectory 
or online at w

w
w

.assurantem
ployeebenefits.com

 under 
Find a dentist for G

eorgia Prepaid.  Each fam
ily 

m
em

ber m
ay choose a different Plan D

entist.

�
N

o d
ed

uctibles

�
N

o claim
 form

s 

�
N

o annual d
ollar m

axim
um

 for plan
d

entists and
 specialists

�
Fixed

 C
opaym

ent Sched
ule

�
D

iscounts 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

E
con

om
ical A

n
n

u
al P

rep
aym

en
t Fee

In
d

ivid
u

al
. . . . . . . . . . . . . . . . . . . . . . . . $127.20

In
d

ivid
u

al &
 O

n
e D

ep
en

d
en

t
. . . . . . . . $211.56

Fam
ily

. . . . . . . . . . . . . . . . . . . . . . . . . . . $328.44

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.
In

d
ivid

u
al

. . . . . . . . . . . . . . . . . . . . . . . . . $11.60
In

d
ivid

u
al &

 O
n

e D
ep

en
d

en
t

. . . . . . . . . $18.63
Fam

ily
. . . . . . . . . . . . . . . . . . . . . . . . . . . . $28.37

$35.00 E
n

rollm
en

t Fee 

Prepaym
ent Fee O

ptions

Select Individual 
Prepaid Dental Plan
T

he Select plan provid
es d

ental benefits w
ith attractive

prepaym
ent fees. To receive the benefits of the Select 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 Plan D

entist for each
fam

ily m
em

ber. 

Lim
itations and Exclusions

1.M
ed

ical costs associated
 w

ith d
ental proced

ures. 
2.D

ental services or proced
ures w

hich are not listed
 on the

B
enefits and

 C
opaym

ent Sched
ule. 

3.E
m

ergency Services received
 from

 a d
entist w

ho is not
M

em
ber’s selected

 Plan D
entist. 

4.C
ertain services m

ay only be obtained
 once in any six

calend
ar m

onths, w
ith a m

axim
um

 of tw
ice in the sam

e
calend

ar year.  T
hose services are listed

 on the B
enefits and

C
opaym

ent Sched
ule as A

D
A

C
od

es 0120, 0150, 0272 and
0274.

5.C
ertain services m

ay only be obtained
 once in any 3 cal-

end
ar years. T

hose services are listed
 on the B

enefits and
C

opaym
ent Sched

ule as A
D

A
C

od
es 0210 and

 0330.

6.Services rend
ered

 by a Plan Provid
er because of behav-

ior ad
justm

ent.  Such services includ
e, but are not lim

ited
to, physical restraint or sed

ation.

7. R
eplacem

ent of d
entures or appliances received

 d
ur-

ing enrollm
ent in Plan, if M

em
ber has had

 d
entures or

appliance less than five years.  (N
ote:  If d

entures or
appliance becom

es unserviceable d
ue to illness or causes

not controlled
 by ord

inary m
eans, the follow

ing w
ill

apply.  R
eplacem

ent w
ill be m

ad
e only if existing d

en-
ture or appliance cannot be m

ad
e serviceable.)

8. R
eplacem

ent of d
entures, appliances or brid

gew
ork

d
ue to loss or theft.

9. D
ental treatm

ent provid
ed

 or started
 prior to

M
em

ber’s eligibility to receive benefits.

10.D
ental treatm

ent started
 after M

em
ber’s term

ination.

11. D
ental treatm

ent caused
 by failure to follow

 pre-
scribed

 treatm
ent.

12.O
ngoing orthod

ontic treatm
ent past eighteen (18)

consecutive m
onths.

13.O
rthod

ontic treatm
ent involving therapy for

m
yofunctional problem

s, T.M
.J. d

ysfunctions, m
icrog-

nathia, m
acroglossia, cleft palate or  horm

onal im
bal-

ances causing grow
th and

 d
evelopm

ental abnorm
alities.

14.O
rthod

ontic cases involving orthognathic surgery.

15.Treatm
ent for m

alignancies, neoplasm
s or cysts

(includ
ing biopsies).

16.L
ab fees associated

 w
ith services listed

 on the
B

enefits and
 C

opaym
ents Sched

ule.

17.R
estorations and

 splints used
 to increase vertical

d
im

ension, restore occlusion, or replace/
stabilize tooth

structure loss by attrition.

18. Fixed
 prosthetic restoration of six (6) or m

ore existing
teeth, w

hen perform
ed

 as a single proced
ure or as part

of a com
plete oral rehabilitation or reconstruction.

19.C
om

plete oral rehabilitation or reconstruction involv-
ing replacem

ent of six (6) or m
ore m

issing teeth using
fixed

 prosthetic restorations and
/

or appliances.

20. D
ental treatm

ent if M
em

ber’s general health or phys-
ical lim

itations prevent Plan Provid
er from

 rend
ering

appropriate d
ental treatm

ent.

21.C
osts associated

 w
ith prescriptions or over the count-

er m
ed

ications.

22.Im
plants, surgery for the insertion of im

plants, all
related

 im
plant appliances and

 restorations, w
hether

rem
ovable or fixed

.

23.Surgical rem
oval of im

plants, or any surgery required
to ad

just, replace, or treat any problem
 related

 to an
existing im

plant, or im
plant appliance.

1

4
1
7
3
B
G
A
.
q
x
p
 
 
1
0
/
1
9
/
0
5
 
 
1
0
:
2
7
 
A
M
 
 
P
a
g
e
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This dental plan is provided by Union Security DentalCare of Georgia, Inc. and
administered by Union Security Insurance Company.  This is not an insurance plan.

Prepayment fees are deducted from your authorized account on the
15th of the month prior to the month of benefits.  Plan automatically
renews after 12 months. 

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

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______________

Sa
m

pl
e 

Co
pa

ym
en

ts
 f

or
 t

he
 S

el
ec

t 
Pr

ep
ai

d 
In

di
vi

du
al

 D
en

ta
l 

Pl
an

Th
e 

fo
llo

w
in

g 
is

 a
 s

am
pl

e 
of

 s
om

e 
fr

eq
ue

nt
ly

 u
se

d 
de

nt
al

 
pr

oc
ed

ur
es

. W
he

n 
yo

u 
en

ro
ll 

fo
r 

th
e 

D
en

tiC
ar

e 
pl

an
, y

ou
 w

ill
pa

y 
di

sc
ou

nt
ed

 fe
es

 c
al

le
d 

co
pa

ym
en

ts
.  

Th
es

e 
di

sc
ou

nt
s 

ar
e

on
ly

 a
va

ila
bl

e 
fr

om
 p

ro
vi

de
rs

 w
ho

 p
ar

tic
ip

at
e 

in
 o

ur
 n

et
w

or
k.

A
fte

r 
yo

u 
en

ro
ll,

 a
 c

om
pl

et
e 

lis
t o

f c
op

ay
m

en
ts

 w
ill

 b
e 

m
ai

le
d 

to
yo

ur
 h

om
e 

al
on

g 
w

ith
 y

ou
r 

In
di

vi
du

al
 P

re
pa

id
 D

en
ta

l P
la

n
A

gr
ee

m
en

t. 
 T

he
 s

am
pl

e 
be

lo
w

 d
em

on
st

ra
te

s 
po

te
nt

ia
l s

av
in

gs
w

ith
 th

e 
Se

le
ct

 p
la

n 
an

d 
m

ay
 n

ot
 re

fle
ct

 y
ou

r 
ac

tu
al

 re
su

lts
.

T
he

 P
la

n 
D

en
ti

st
 y

ou
 s

el
ec

t m
ay

 n
ot

 p
er

fo
rm

 a
ll 

pr
oc

ed
ur

es
 li

st
-

ed
. T

he
 c

op
ay

m
en

ts
 s

ho
w

n 
ap

pl
y 

to
 th

os
e 

Pl
an

 D
en

ti
st

s 
w

ho
pe

rf
or

m
 th

os
e 

se
rv

ic
es

. T
he

re
fo

re
, y

ou
 a

re
 e

nc
ou

ra
ge

d
 to

 d
is

cu
ss

av
ai

la
bi

lit
y 

of
 th

e 
sc

he
d

ul
ed

 s
er

vi
ce

s 
w

it
h 

yo
ur

 P
la

n 
D

en
ti

st
.

C
ha

rg
es

 f
or

 p
ro

ce
d

ur
es

 n
ot

 li
st

ed
 o

n 
th

e 
C

op
ay

m
en

t S
ch

ed
ul

e
th

at
 a

re
 p

er
fo

rm
ed

 b
y 

yo
ur

 P
la

n 
D

en
ti

st
 a

re
 n

ot
 c

ov
er

ed
 u

nd
er

yo
ur

 P
la

n 
w

it
h 

D
en

ti
C

ar
e.

Sh
ou

ld
 y

ou
 r

eq
ui

re
 d

en
ta

l s
er

vi
ce

s 
th

at
 y

ou
r 

Pl
an

 D
en

ti
st

 is
un

ab
le

 to
 p

ro
vi

d
e,

 y
ou

 m
ay

 o
bt

ai
n 

th
os

e 
se

rv
ic

es
 f

ro
m

 a
 P

la
n

Sp
ec

ia
lis

t a
t a

 d
is

co
un

te
d

 r
at

e.
  N

o 
re

fe
rr

al
 is

 n
ee

d
ed

 f
ro

m
 y

ou
r

Pl
an

 D
en

ti
st

 in
 o

rd
er

 f
or

 y
ou

 to
 o

bt
ai

n 
se

rv
ic

es
 f

ro
m

 P
la

n
Sp

ec
ia

lis
t. 

 T
he

re
 is

 n
o 

ap
pl

ic
ab

le
 c

op
ay

m
en

t s
ch

ed
ul

e 
fo

r 
Pl

an
Sp

ec
ia

lis
t s

er
vi

ce
s.

  I
ns

te
ad

, t
he

 f
ol

lo
w

in
g 

d
is

co
un

ts
 w

ill
 a

pp
ly

.
Fo

r 
tr

ea
tm

en
t p

ro
vi

d
ed

 b
y 

an
 E

nd
od

on
ti

st
 y

ou
 w

ill
 r

ec
ei

ve
 1

5%
of

f 
hi

s/
he

r 
lis

t c
ha

rg
es

.  
Fo

r 
tr

ea
tm

en
t p

ro
vi

d
ed

 b
y 

an
 O

ra
l

Su
rg

eo
n,

 O
rt

ho
d

on
ti

st
, P

er
io

d
on

ti
st

 o
r 

Pe
d

od
on

ti
st

 y
ou

 w
ill

re
ce

iv
e 

25
%

 o
ff

 h
is

/
he

r 
lis

t c
ha

rg
es

.  
Yo

u 
w

ill
 b

e 
re

sp
on

si
bl

e 
fo

r
pa

yi
ng

 th
e 

en
ti

re
 d

is
co

un
te

d
 c

ha
rg

e 
at

 th
e 

ti
m

e 
th

e 
se

rv
ic

e 
is

re
ce

iv
ed

, o
r 

in
 a

cc
or

d
an

ce
 w

it
h 

th
e 

Pl
an

 S
pe

ci
al

is
ts

’ b
ill

in
g 

pr
oc

e-
d

ur
es

. 

Fo
r 

a 
co

m
pl

et
e 

li
st

 o
f 

co
pa

ym
en

ts
 c

on
ta

ct
:

88
8.

88
2.

82
33

*M
em

be
rs

 a
re

 r
es

po
ns

ib
le

 f
or

 a
d

d
it

io
na

l l
ab

 f
ee

s 
fo

r 
th

es
e 

se
rv

ic
es

. 
1 T

he
 c

ha
rg

es
 li

st
ed

 in
 th

is
 c

ol
um

n 
w

er
e 

d
ev

el
op

ed
 f

ro
m

 c
ha

rg
es

d
en

ti
st

s 
in

 G
eo

rg
ia

 s
ub

m
it

te
d

 to
 A

ss
ur

an
t E

m
pl

oy
ee

 B
en

ef
it

s 
in

20
03

.  
T

he
 li

st
ed

 c
ha

rg
es

 r
ep

re
se

nt
 a

 m
ea

n 
av

er
ag

e 
of

 th
os

e 
su

bm
it

-
te

d
 c

ha
rg

es
 r

ou
nd

ed
 to

 th
e 

ne
ar

es
t d

ol
la

r 
re

pr
es

en
ti

ng
 w

ha
t y

ou
m

ay
 p

ay
 w

it
ho

ut
 th

e 
pl

an
 s

er
vi

ce
s.

 

Y
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U

R
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O
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P
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is
co

u
n

ts
 f

or
C

os
m

et
ic

 D
en

ti
st

ry
,

O
rt

h
od

on
ti

cs
 &

V
is

io
n

 C
ar

e

In
d

iv
id

u
al

 P
re

p
ai

d
 

D
en

ta
l 

P
la

n
 f

ro
m

 
U

n
io

n
 S

ec
u

ri
ty

 D
en

ta
lC

ar
e

of
 G

eo
rg

ia
, I

n
c.

*

T
h

is
 i

s 
n

ot
 a

n
 i

n
su

ra
n

ce
 

p
ol

ic
y.

  T
h

is
 p

la
n

 i
s 

n
ot

 u
n

d
er

 
th

e 
ju

ri
sd

ic
ti

on
 o

f 
th

e 
in

su
ra

n
ce

la
w

s 
of

 t
h

e 
S

ta
te

 o
f 

G
eo

rg
ia

.

FO
R

U
S

E
IN

G
E

O
R

G
IA

Se
le

ct

*P
ro

d
u

ct
s 

an
d

 s
er

vi
ce

s 
m

ar
k

et
ed

 b
y

A
ss

u
ra

n
t 

E
m

p
lo

ye
e 

B
en

ef
it

s,
 a

d
m

in
is

te
re

d
b

y 
U

n
io

n
 S

ec
u

ri
ty

 I
n

su
ra

n
ce

 C
om

p
an

y 
an

d
p

ro
vi

d
ed

 b
y 

U
n

io
n

 S
ec

u
ri

ty
 D

en
ta

lC
ar

e 
of

G
eo

rg
ia

, I
n

c.
  

U
n

io
n

 S
ec

u
ri

ty
 I

n
su

ra
n

ce
 C

om
p

an
y 

d
oe

s 
n
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