










Premiums are determined by area. To determine your 
monthly premium rate, refer to the Area/State charts on this 
page. You may choose an optional $2,000 Benefit plan for a 
10% increase to the base rate.

	 Rate 	 =	 __________

		  +
	 [  ] Optional $2,000 benefit

          (rate x .10) 	 =	 __________

	 Monthly Total 	 =	 __________

	 [  ] Optional Vision	 =	 __________

	 Application Fee   		  + $30.00
	 ($10 if enrolled at www.spiritdental.com)

	 Total Remittance	 = 	 $_________

Payment options include Visa/Mastercard or checking/ 
savings account bankdraft.

Rates effective 03/09 - 02/10

Premium rates illustrated are guaranteed for initial twelve months and may change annually thereafter.

	 Area	 Applicant Only	 Applicant + 1	 Applicant + Family
		  Under Age 65 / Age 65 and over	 Under Age 65 / Age 65 and over	 Under Age 65 / Age 65 and over

	 1	 $26.42 / $28.20	 $56.07 / $54.07	 $80.76 / $76.04
	 2	 $28.97 / $30.92	 $61.47 / $59.28	 $88.54 / $83.37
	 3	 $31.83 / $33.98	 $67.55 / $65.14	 $97.30 / $91.61
	 4	 $35.01 / $37.38	 $74.31 / $71.65	 $107.03 / $100.77
	 5	 $38.51 / $41.12	 $81.74 / $78.82	 $117.73 / $110.85
	 6	 $42.33 / $45.19	 $89.84 / $86.64	 $129.41 / $121.84
	 7	 $46.47 / $49.61	 $98.62 / $95.10	 $142.06 / $133.75
	 8	 $51.25 / $54.71	 $108.76 / $104.88	 $156.65 / $147.49

AGENT INFORMATION (For agent use only)
Producer Name ______________________________________

Street Address _______________________________________

City __________________ State ___________ Zip __________

Phone ______________________________________________

SSN/TIN ____________________________________________

EMail Address ________________________________________

Insurance License # ___________________________________ 

Agent Number (if applicable) ____________________________

Are you currently appointed with  
Security Life Insurance Company? 	  [  ] YES 	    [  ] NO

License Attached?    [  ] YES     [  ] NO

PRODUCER NAME ___________________________________

PRODUCER SIGNATURE ______________________________

DATE ______________________________________________

GENERAL AGENT ____________________________________

Send completed form to: 	 Direct Benefits, Inc., 325 Cedar St., Suite 800, St. Paul, MN 55101
	 phone 651-649-3503  •  fax 651-649-3502

AREA (STATE) DEFINITIONS

Alabama	
350-355, 359	 3
All Other	 1
Alaska	
995-996	 8
All Other	 6
Arizona	
856-857, 864	 2
All Other	 1
Arkansas	
All Areas	 1
California	
900-905	 7
906-914	 6
915-916	 8
917-918	 4
919-927, 930-934	 6
939	 6
943-948	 4
956-958	 3

California (cont.)
949, 961	 6
959	 4
All Other	 5
Colorado	
803, 808-810	 4
All Other	 1
Delaware	
All Areas	 2
Dist Columbia	
All Areas	 6
Georgia	
300-303	 2
All Other	 1
Hawaii	
All Areas	 3
Indiana
463-464	 2
473	 3
All Other	 1

Iowa	
All Areas	 1
Kansas	
660-662	 2
All Other	 1
Kentucky	
All Areas	 1
Louisiana	
707-711	 2
712	 3
All Other	 1
Massachusetts	
All Areas	 5
Michigan	
480-483, 490-491	 2
488-489	 3
All Other	 1
Minnesota	
553-558, 564, 566	 2
All Other	 1

Mississippi	
390-392	 2
All Other	 1
Missouri	
640-641, 644-649	 2
All Other	 1
Montana	
590-591	 1
599	 2
All Other	 3
Nebraska	
All Areas	 1
Nevada	
890-891	 2
894-895, 898	 6
All Other	 4
New Mexico	
881	 2
882	 5
All Other	 1

Ohio	
All Areas	 1
Oklahoma	
740-743	 2
All Other	 1
Oregon	
977	 3
978	 1
All Other	 2
Pennsylvania	
170-178, 182-187	 2
190-192	 3
All Other	 1
South Carolina	
All Areas	 1
South Dakota	
All Areas	 2
Tennessee	
373-374	 2
All Other	 1

Texas	
751-753	 3
754	 4
756-757, 776-777	 1
All Other	 2
Utah	
All Areas	 1
West Virginia	
255-257	 4
262-265	 3
All Other	 2
Wisconsin	
All Areas	 1
Wyoming	
All Areas	 1

DHA-Premier PPO Network Dentists



policy: GH-1112-37740-1
Form: S-11096  (Rev 03/09)

DENTAL APPLICATION 	      Insured By Security Life Insurance Company of America - Minnetonka, Minnesota
									                      /    /          M   [  ]                 For Company Use Only
									                Mo Day Yr      F   [  ]

Email Address 		  Last Name 	           First                             Initial                Birthdate          Sex        Effective Date
Home Address								             Marital Status

									              [  ] Married [  ] Single        Plan Code
									             
City, State, Zip 					     Telephone:
Billing Address (if different than the above) 								        Waiver		  CPT

LIST DEPENDENTS TO BE COVERED (list spouse first)        Sex        Birthdate						         Sex	        Birthdate
Last Name (if different)          First Name          Initial          M F     Mo. Day Yr      Last Name (if different)          First Name       Initial     M F            Mo. Day Yr
2.
Spouse 								        5.
3.
Child 								        6.
4.
								        7.

Does Spouse have a dental plan?  Yes [  ]   No [  ] With whom? ______________
If answer is "Yes", are dependents enrolled under spouse's plan?   Yes [  ]  No [  ]
Do you claim a tax exemption for all eligible dependents listed above?
     Yes        No  If no, who is not? _____________________________________ 
All dependent children listed above over Age 18 are full time students:
     Yes        No  If no, who is not? _________________________________________
______________________________________________________________________

BY MY SIGNATURE, I HEREBY APPLY FOR COVERAGE UNDER GROUP DENTAL INSURANCE POLICY FORM GH-1112 ISSUED TO THE 
VOLUNTARY GROUP TRUST.

California Law prohibits an HIV Test from being required or used by health insurance companies as a condition of obtaining health insurance coverage & for other 
regulators. I also certify I have read the applicable Fraud Notice on the reverse side of this form.

______________________________________________________________________________________________________________________________
Applicant's Signature 						      Agent Name (if applicable)					    Date
GHA-1112

®

PAYMENT OPTIONS – $30 enrollment fee ($10 if enrolled at www.spiritdental.com)
[  ]	 Monthly Bank  If choosing to pay monthly Bank, you must complete and sign the Authorization Agreement form and submit it along with two 
	 (2) months premium payable to Security Life Insurance Company of America/SLICA and your completed Dental Application.

[  ]	 Monthly Credit Card   If choosing to pay by credit card, you must complete and sign the Authorization Agreement form below.

 

AUTHORIZATION AGREEMENT:
I hereby authorize Security Life Insurance Company of America to initiate entries to my banking or credit card account. This authorization shall  
remain in full force until company has received advance written notification from me to terminate. I agree that if any such charge be dishonored, 
whether with or without cause and whether intentionally or inadvertently, the bank or credit card company shall be under no liability whatsoever 
even though it might result in forfeiture of my insurance. I understand that I have the right to stop payment by notification to Security Life  
Insurance Company of America, my bank or my credit card company at least ten business days prior to the next scheduled payment.

   Name of Financial Institution _________________________________________________________________________________________

              [  ] Checking Account (include voided check)           Account Number: _______________________________________________        or
              [  ] Savings Account (include deposit slip)                Account Number: _______________________________________________
              [  ] Visa   [  ] Master Card  Card #_______________________________________  Expiration Date_________/_____/_________
   Name:   _______________________________________________________
   Signature: ____________________________________________________     Date: ___________________________________________
 

 I am applying for coverage on:
[  ] Applicant Only	 [  ] Applicant + 1	 [  ] Applicant + Family

Coverage Elections:
  [  ] $1,200 Annual Maximum	   [  ] Indemnity
  [  ] $2,000 Annual Maximum	   [  ] DHA-Premier PPO
  [  ] Vision Option

Please send completed form to: 	 Direct Benefits, Inc.
	 325 Cedar Street, Suite 800
	 Saint Paul, MN 55101  
	 phone: 651.649.3503  •  fax: 651-649-3502



IMPORTANT FRAUD NOTICES

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 fines and confinement in prison.

State Specific

Arkansas/Louisiana 
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly present false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Colorado
It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for 
the purpose of defrauding or attempting to defraud the company.  Penalties may include imprisonment, fines, denial of 
insurance and civil damages.  Any insurance company or agent of an insurance company who knowingly provides false, 
incomplete, or misleading facts or information to a policy holder or claimant with regard to a settlement or award payable 
from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory 
agencies.

District of Columbia
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 imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if 
false information materially related to a claim was provided by the applicant.

Kentucky
Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance containing any materially false information or conceals, for the purpose of misleading, information concerning 
any fact material thereto commits a fraudulent insurance act, which is a crime.

New Mexico 
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 civil fines and criminal penalties.

Ohio
Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application 
or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Pennsylvania 
Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals, for the purpose of misleading, 
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such 
person to criminal and civil penalties.

Tennessee/Virginia 
It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.



To expedite processing please confirm that the following is submitted.

Completed Application

Signed Application

Premium payment (payable to Security Life Insurance Company of America/SLICA)
along with the $30 one-time application fee ($10 if enrolled at www.spiritdental.com)

Completed and Signed Agent Information section when applicable

After all of the information listed above is completed and signed send all original forms to:	
	 	 	
	 	 	 Direct Benefits, Inc.
	 	 	 325 Cedar Street, Suite 800
	 	 	 Saint Paul, MN 55101
	 	 	 651-649-3503 • 800-620-5010
	 	 	 fax: 651-649-3502

Submission Date:

New Applications should be postmarked no later than the end of the month to be effective by the first of 
the following month.

®

N E W  A P P L I C A T I O N  C H E C K L I S T

All Spirit One-Life Dental plans come with our 10-day Customer Satisfaction Guarantee.

You have 10 days after your plan becomes effective to cancel your plan if you are not satisfied for any reason.
Any premium paid (minus the enrollment fee) will be fully refunded provided no covered services have been
rendered.

If services have been provided, you may still cancel your policy, however, the premium paid will not be eligible for 
reimbursement.




