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Please contact us if you have any questions regarding the application or the application process. 
You may reach us at 770-475-7562 or e-mail us at ted@usa-healthinsurance.com.

Message:

From: 

Pages:

Date:

CC: 

To: Edward W. Officer

Fax #: 770-475-7593

Phone #: 770-475-7562

Re: Enrollment Form 

Toll Free:  1-800-831-3270
Local:  770-475-7562
Mon - Fri: 7:45am - 9pm EST

Fax Completed Application to:
Toll Free Fax: 1-800-517-3103
Local Fax:  770-475-7593

HealthInsurance-Nation
11675 Century Drive, Suite A
Alpharetta, Ga 30009
ted@usa-healthinsurance.com



Blue Cross Blue Shield of Georgia
3350 Peachtree Road, NE   
Mail Code: G00302 Individual  
Atlanta, GA 30326

Applicant information – all �elds must be completed

APPLICANT’S NAME (LAST, FIRST, MIDDLE)

SEX BIRTH DATE (MM/DD/YY) APPLICANT SOCIAL SECURITY NUMBER

BILLING ADDRESS CITY ZIPSTATE

COUNTY DAY TELEPHONE

( )
EVENING TELEPHONE

( )
SPOUSE’S NAME (IF TO BE COVERED) SEX BIRTH DATE (MM/DD/YY)

CHILDREN, FULL NAME (IF TO BE COVERED) SEX BIRTH DATE (MM/DD/YY)

1.

2.

CHILDREN, FULL NAME (IF TO BE COVERED) SEX BIRTH DATE (MM/DD/YY)

3.

4.

MBUCS-7007-00  4/05

Individual Family

Product Selection: Basic Ortho Cosmetic Basic, Ortho & Cosmetic

Basic & Ortho Basic & Cosmetic Ortho & Cosmetic

I have read and understand the Terms and Conditions of the SmileNet program.

FOR INTERNAL USE DCN ACN

REP NO. CITY CODE AREA DEDUCTIBLE AMT RECEIVED AGENT SIGNATURE

PRINT NAME:

E-MAIL ADDRESS:

FAX NO.:

Independent Licensee of the Blue Cross Blue Shield Association

Payment Options: 
CHECK (Please make your check payable to Blue Cross Blue Shield of Georgia)     

CREDIT CARD   MC      VISA      Discover etaD .pxE# draC tiderC
month/year

Name as it appears on Credit Card

Signature (Required)

Signature of Applicant/Parent or Legal Guardian                                                                                                         Today’s Date

X

SmileNetSM Discount Dental Program Enrollment Application

Total Amount Due:  (Refer to page 5 in brochure for the rate of your selected plan) 

Annual Membership Fee $ + $19.95 (one-time admin. fee) = $ total amount due BCBSGa. 

Please print legibly and use black ink.

Edward W. O�cer 770-475-7593
10297

ted@usa-healthinsurance.com
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NAME OF BANK CHECKING ACCOUNT NUMBER

STREET ADDRESS OF BANK CITY, STATE, ZIP CODE OF BANK

BANK DRAFT AGREEMENT FOR PREAUTHORIZED PAYMENTS

NOTE: A VOIDED CHECK MUST BE ATTACHED TO THIS APPLICATION.

I understand if any check, draft, order or EFT transmission is returned due to payment stopped or authorization cancelled,
this will be considered as my request to be billed directly.

Automatic Premium Payment Plan

I hereby authorize Blue Cross and Blue Shield of Georgia, Inc. to draw checks, drafts, orders or electronic funds transfer
(EFT) upon my account at the:

for the purpose of paying premiums on insurance issued by Blue Cross and Blue Shield of Georgia, Inc.

CONTRACT HOLDER’S NAME SOCIAL SECURITY NUMBER

CONTRACT HOLDER’S ADDRESS CITY, STATE, AND ZIP CODE

PRINTED SIGNATURE OF ACCOUNT HOLDER SIGNATURE OF ACCOUNT HOLDER
X

� First request for bankdraft plan

Complete entire form and attach a voided check.

INTERNAL USE ONLY

DCN #:

BANK #:

What is it - A special arrangement for payment of premiums automatically each month to relieve you of concern with due
dates and the possibilities of having your insurance lapse unintentionally.

2. Attach a VOIDED check and this completed form. Please be sure the sample check is drawn on the same account
as will be used for the automatic premium payment plan.

Who can use it - Bankdraft is an extra convenience for you. It is available if you maintain a regular checking account at your
bank and make arrangements with your bank to honor automatic checks and electronic fund transfers.

How it works - To initiate the bankdraft, you must complete the authorizations above.

1. Complete as follows:
A. Fill in the name of your bank, branch, branch number (if any) and the city or state in which the bank or the branch is located.
B. Print the name of your account exactly as it appears on your bank statement or check.
C. Include your checking account number. It will usually be found below the signature line of your personal checks.
D. Sign your name exactly as you do on your personal checks. If there is more than one depositor, all should sign.
E. Include the date you signed the authorizations.

3. The coverage provided by this policy may be terminated by you upon thirty (30) days written notice.

4. Written notice thirty (30) days in advance as stated above in No. 3 is preferred. However, if any check is returned for
payment stopped or authorization cancelled, this will be considered as your request to be billed directly. No further
checks will be presented for payment to your bank. If a check is returned for any other reason, you will be notified by
Blue Cross and Blue Shield of Georgia of what is required to pay the premium.

DATE

INSTRUCTIONS FOR COMPLETING THE BANK DRAFT AGREEMENT FOR PREAUTHORIZED PAYMENTS

INSTRUCTIONS

SOCIAL SECURITY NO.

FACE - PART 4 - SCREENS 9, 20 & 70%




