
Policies issued in the State of Illinois are underwritten by: 
Delta Dental of Illinois, 111 Shuman Boulevard, Naperville, IL 60563. 
All policies are administered, at least in part, by Delta Dental of Wisconsin and/or its subsidiary, Wyssta Services, Inc. 
 
PPOINDV APP1 
 

  Application for Individual Dental Coverage  
Please send completed application to:  PLEASE TYPE OR PRINT IN BLACK INK  
Delta Dental of Illinois  BE SURE APPLICATION IS COMPLETED IN FULL  
P.O. Box 103    Customer Service:  833-229-4746 
Stevens Point, WI  54481                           Fax Number: 800-807-1970                         www.deltadentalil.me 

Section 1 | Policyholder Information  
Last Name  First Name   Middle Initial  Gender  

Home Address (Mailing)  City  State  ZIP  Phone No. (with area code)  

Email Address*  Date of Birth  Marital Status:  ☐ Single ☐ Married  
☐ Domestic Partnership ☐ Civil Union 

*By providing my email address, I agree to receive communications regarding my Marketing, Policy and benefits 
electronically. For a full explanation of your rights, see www.deltadentalil.me/esignature-and-ueta-policies. 
Requested Future Effective Date:  ___/01/20___ 
Plan Selection  
☐ Delta Dental PPO – Gold Plan* 
☐ Delta Dental PPO – Silver Plan* 
☐ Delta Dental PPO – Bronze Plan* 
 

☐ Delta Dental PPO – Gold with 
Individual Kids Preferred Plan 
☐ Delta Dental Individual Basic Plan 
☐ Delta Dental Individual Preferred Plan 

☐ Delta Dental Individual Kids 
Basic Plan 
☐ Delta Dental Individual Kids 
Preferred Plan 

To learn more about plan designs visit www.deltadentalil.me or call 833-229-4746. 
*These plan designs require that the policyholder be a covered person. 

Employment Status:    ☐ Employed   ☐ Self-employed   ☐ Retired   ☐ Not currently working  

Reason for Application:    ☐ New Enrollment   ☐ Change of Dependent(s)  
 

Section 2 | Individuals to be covered  
 (Include YOURSELF if applying for coverage under plans that require the policyholder to be covered)  

First Name  Last Name  Date of Birth  

Relationship 
to  

Policyholder  
(Self, Spouse, or 

Dependent) 

Gender   
Disabled 

Child 
Y/N  

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

PRIOR DENTAL INSURANCE COVERAGE. Were the above persons covered by a dental plan in the past 63 days?  
☐ Yes ☐ No  
Previous Carrier  Beginning Coverage Date  Ending Coverage Date  

http://www.deltadentalil.me/esignature-and-ueta-policies
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Section 3 | Payment Instructions - Required 

To calculate rates please visit www.deltadentalil.me or call 833-229-4746. 
A debit, credit card or EFT (Electronic Funds Transfer) may be used to pay monthly, semi-annually or annually. If paying 
by check, remittance for the full annual 12 month premium is required, payable to Delta Dental.   
Choose payment method:  ☐ Debit/Credit Card   ☐  Annual Check    ☐  EFT  
**Applications received on or after the 25th of the month must use a credit card if requesting a first of the following month 
effective date. If EFT payment is selected, your effective date will be adjusted to the first of the next month. Following the 
initial premium payment, your payment type can be updated at any time by logging in to www.deltadentalil.me or by 
calling 855-335-8267. 
Please complete the following information for payment by Debit/Credit Card:  

  Card Type:  ☐ Visa  ☐ MasterCard  ☐ Discover  
      Cardholder Name:_____________________________________________________________________________  
      Cardholder Address (if different than Policyholder):___________________________________________________  
      City:_________________________________________  State: __________  ZIP Code:______________________  
      Card Number:_________________________________________________________________________________  
      Expiration Date:     Month  __________    Year   __________     Security Code (from back of card): _____________  
      Payment Frequency:     ☐ Monthly    ☐ Semi-annually    ☐ Annually  

Please complete the following information for payment by EFT:  

      Name of Financial Institution:_____________________________________________________________________  
      Financial Institution’s City, State & ZIP Code: ________________________________________________________  
      Type of Account (Choose One):   ☐ Checking  ☐ Savings  Name on Account:_______________________________  
      Bank Routing Number:________________________   Bank Account Number:______________________________       

Please attach a voided check to this application if you will be using your checking account for automatic payments.  

I authorize Delta Dental to initiate debit entries from my above bank account or Debit/Credit card for my dental 
premiums.  
      Signature: ____________________________________________________  Date: _________________________  
Your initial payment is due when the application is processed. Additional payments for upcoming periods will be deducted 
from your account on the month prior to its due date. If the charge is declined for any reason, we will attempt to charge 
you again the following month. 

By signing below, I hereby authorize Delta Dental of Illinois to deduct the premium for my dental plan from the listed 
bank account or credit card on or about the 27th of each month for my monthly premium payment (if the payment 
method selected is monthly). I understand that the initial ACH debit or credit card charge to my account will occur 
immediately and if I have selected an annual payment option, the initial ACH debit or credit card charge will reflect the 
annual premium. 
I agree that this authorization will remain in full force and effect until Delta Dental of Illinois has received written 
notification from me that I am terminating it.  
I understand that Delta Dental of Illinois will notify me in advance of any changes to the premium amount. By signing 
below, I hereby authorize Delta Dental of Illinois and the bank or credit card company identified above to process the 
ACH debits or credit card charges authorized here. 
If I am not the insured person under this policy, I confirm that I am agreeing to pay this insurance premium on behalf of 
the insured person. Unless the insured person is a minor for whom I am a parent or legal guardian, I understand that 
any changes to the policy that may affect the charge amount will be communicated to the insured person only. 
I agree that if I have any problems or questions regarding this authorization or my insurance policy, I will contact Delta 
Dental of Illinois for assistance at 855-335-8267. I also agree that I will not dispute any charges with my bank or credit 
card company without first making good faith effort to resolve the dispute directly with Delta Dental of Illinois. I 
guarantee that I am the account holder for this bank account (for ACH debits) or legal card holder (for credit card 
charges) and that I am legally authorized to enter into this Recurring ACH Debit/Credit Card Billing Authorization 
Agreement with Delta Dental of Illinois 
  

http://www.deltadentalcoversme.com/
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Additional Information if paying by ACH debit: 
If my financial institution rejects an ACH debit from Delta Dental of Illinois due to insufficient funds, I understand and 
agree that Delta Dental of Illinois may in its discretion attempt to process the charge again within thirty (30) days. I 
understand that if my bank dishonors any ACH debit requested by Delta Dental of Illinois under this agreement, Delta 
Dental of Illinois may assess me a $25 service charge, and Delta Dental of Illinois may collect that service charge by 
means of an ACH debit. I also understand that Delta Dental of Illinois may apply that service charge each time it 
resubmits an ACH debit request that is rejected (even if it is for the same unpaid amount as a previously rejected ACH 
debit request). 
Additional Information if paying with credit card: 
I understand that any transaction that is dishonored by my credit card company intended for payment to Delta Dental of 
Illinois may be assessed a $25 service charge by Delta Dental of Illinois. Further, I authorize Delta Dental of Illinois to 
make any charges on a future policy I may purchase from Delta Dental of Illinois on the same credit card if I give verbal 
consent to Delta Dental of Illinois. 

________________________________________________________________     _____________________________ 
Policyholder Signature   Date 

Coverage is contingent upon underwriting acceptance 

Agency 
Use Only 

Agency Name 
or Code:  

Agent 
Name: 

Agent 
#: 

General Agency



Nondiscrimination and Language                              
Assistance Services 

Discrimination is Against the Law 
Delta Dental of Illinois complies with all applicable Federal and State civil rights laws 
and does not discriminate on the basis of race, color, national origin, age, disability, 
gender, or gender identity. Delta Dental of Illinois does not exclude people or treat 
them differently because of race, color, national origin, age, disability, gender or 
gender identity.  
Delta Dental of Illinois:  

• Provides free aids and services to people with disabilities to communicate
effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible

electronic formats, etc.)
• Provides free language services to people whose primary language is not

English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact our Civil Rights Coordinator.  
If you believe that Delta Dental of Illinois has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, disability, 
gender, or gender identity, you can file a grievance with:  

Civil Rights Coordinator  
Delta Dental of Illinois  
111 Shuman Boulevard  
Naperville IL 60563  
Phone: 630-718-4807  
Email: compliance@deltadentalil.com 

You can file a grievance in person or by mail, phone or email. If you need help filing a 
grievance, our Civil Rights Coordinator is available to help you.  
You can also file a civil rights complaint with the U.S. Department of Health and 
Human Services, Office for Civil Rights, electronically through the Office for Civil Rights 
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by 
mail or phone at:  

U.S. Department of Health and Human Services 
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201  
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://hhs.gov/ocr/office/file/index.html 

 العربیة
(Arabic) 

.  بالمجان لك تتوافر اللغویة المساعدة خدمات فإن اللغة، اذكر تتحدث كنت إذا:  ملحوظة
 .711: والبكم الصم ھاتف رقم( 1-855-335-8267 برقم اتصل

繁體中文
(Chinese) 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。

請致電 1-855-335-8267（TTY：711）。

Français 
(French) 

ATTENTION : Si vous parlez français, des services d'aide 
linguistique vous sont proposés gratuitement. Appelez le 1-855-
335-8267 (ATS : 711).

Deutsch 
(German) 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos 
sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-
855-335-8267 (TTY: 711).

λληνικά 
(Greek) 

ΠΡΟΣΟΧΗ: Αν μιλάτε ελληνικά, στη διάθεσή σας βρίσκονται 
υπηρεσίες γλωσσικής υποστήριξης, οι οποίες παρέχονται 
δωρεάν. Καλέστε 1-855-335-8267 (TTY: 711). 

ગજુરાતી 
(Gujarati) 

िहंदी 
(Hindi) 

Italiano 
(Italian) 

ATTENZIONE:  In caso la lingua parlata sia l'italiano, sono 
disponibili servizi di assistenza linguistica gratuiti.  Chiamare il 
numero 1-855-335-8267 (TTY: 711). 

한국어
(Korean) 

주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 

무료로 이용하실 수 있습니다.  1-855-335-8267 (TTY: 
711)번으로 전화해 주십시오.

Polski 
(Polish) 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z 
bezpłatnej pomocy językowej. Zadzwoń pod numer 1-855-335-
8267 (TTY:711). 

Русский 
(Russian) 

ВНИМАНИЕ:  Если вы говорите на русском языке, то вам 
доступны бесплатные услуги перевода.  Звоните 1-855-335-
8267 (телетайп: 711). 

Español 
(Spanish) 

ATENCIÓN:  si habla español, tiene a su disposición servicios 
gratuitos de asistencia lingüística.  Llame al 1-855-335-8267 
(TTY: 711). 

Tagalog 
(Tagalog – 
Filipino) 

PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang 
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.  
Tumawag sa 1-855-335-8267 (TTY: 711). 

 ارُدُو
(Urdu) 

خبردار: اگر آپ اردو بولتے ہیں، تو آپ کو زبان کی مدد کی خدمات مفت میں 
 (TTY: 711)  .8267-335-855-1کریں  دستیاب ہیں ۔ کال

Tiếng Việt 
(Vietnamese) 

CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ 
miễn phí dành cho bạn.  Gọi số 1-855-335-8267 (TTY: 711). 

00000 042498.1

mailto:compliance@deltadentalil.com
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