Enrollment Application of In-Office Discount Dental Plan 
____________________________________________________________________________ 
Last 				First 					MI 
____________________________________________________________________________ 
Street 
____________________________________________________________________________ 
City 				State 				Zip 
______________________________ SS: ____________________________________ 
Home (______)__________________________
Cell (______)__________________________
Work (______)__________________________ ____________________________________________________________________________ 
Name 					DOB 					Relation ____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ ____________________________________________________________________________ 

Enrollment Fee
Effective Date: ______________________ Renewal Date: ________________________ 

	Patient
	Fee
	Number
	Total

	Member
	$150
	X_____
	$_____

	[bookmark: _GoBack]Spouse/Domestic Partner
	$130
	X_____
	$_____

	Dependents
	$130
	X_____
	$_____



** Checks should be made payable to SND Family Dental 
I, ______________________________________, do hereby understand the policies and limitations of SND Family Dental In-Office Discount Dental Plan. Furthermore, I understand the office policies of SND Family Dental and agree to them. 

INCLUDED: 
Prophy- Cleaning with no gum disease.
Exam- 
BWX- PAX-


