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NATIONAL PACIFIC DENTAL, INC.

DHMO GROUP APPLICATION
**** READ YOUR GROUP AGREEMENT CAREFULLY ****

GROUP APPLICATION

NATIONAL PACIFIC DENTAL, INC. and [XYZ COMPANY]. (Group) agree to the provisions of this Group Application, the Group HMO Dental Benefits Agreement, the Schedule of Benefits and any riders or amendments thereto.  Coverage is for Members of the Plan. The Group will provide the names of enrolled Members in a monthly Enrollment List.

The effective date and termination date of coverage for new Subscribers will be (check appropriate blank):

Coverage Effective Date
 FORMCHECKBOX 
 Date hired.

 FORMCHECKBOX 
       days after date hired  full time (      or more hours per week).

 FORMCHECKBOX 
 1st Day of Month at least 90 days after date hired full time.

 FORMCHECKBOX 
 Other. (Define.)

Termination Effective Date
 FORMCHECKBOX 
 Date employment ends.

 FORMCHECKBOX 
 End of month at least      days after date employment ends.

 FORMCHECKBOX 
 Other. (Specify.) 

This Agreement is effective on  Month 1, Year for a [ One (1)] year term.  The Agreement will automatically renew on a year to year basis unless terminated by either party as required by the terms of the Agreement.

Payments per employee during the initial term of the Agreement are:

	Month 1, Year – End Month Last Day, Year

	Coverage Level
	Group Contribution
	Employee Contribution
	Total Contribution

	
	
	
	

	Employee Only
	     
	     
	$

	     
	     
	     
	     

	Employee & 1 Dependent
	     
	     
	$

	Family
	     
	     
	$


	NATIONAL PACIFIC DENTAL
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	_______________________________________
	
	________________________________________

	
	
	

	TITLE:  President                                                 t 
	
	TITLE: _________________________________

	
	
	

	DATE:  ________________________________
	
	DATE:  _________________________________
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