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HDS Use Only  
Sub ID# Check Amount Date Processed Processed By 

Desired Effective Date of Enrollment 
 

   /   /         

2010 APPLICATION FOR INDIVIDUAL DENTAL PLAN 
 

Plan Selection: 
 Individual Plan # 2525  Annual Payment 

 

 Individual Plan Plus # 2851  Monthly Payment 

Complete this application and return to HDS in the enclosed envelope.   Please 
indicate your desired effective date of enrollment.  Refer to the back side of the 
second page for the summary of eligibility requirements.  Incomplete information may 
delay processing of your application. 

For assistance in completing this application, call 529-9248  
or toll-free at 1-800-232-2533, ext 248 

 

 

A. Applicant  This section must be completed.        PLEASE PRINT LEGIBLY 
1 

Social Security Number  Birth Date E-mail Address 

   -   -        /   /       
 

Last Name  

                                         
 

First Name      M.I. 

                                         
 

Address 

                                         
 

City   

                                         
 

State Zip Code Phone Number Alternate Phone  

         (    )    -      (    )    -          
 
 
 

 B. Family Members Complete this section if you are enrolling a family member(s).   
 

Social Security Number  Birth Date Relation to Applicant   

   -   -        /   /       
 

Last Name 

                                         
 

First Name  M.I. 

                                         
 
 

  

Social Security Number  Birth Date Relation to Applicant   

   -   -        /   /       
 

Last Name 

                                         
 

First Name  M.I. 

                                         
 
 

  
 

Social Security Number  Birth Date Relation to Applicant   

   -   -        /   /       
 

Last Name 

                                         
 

First Name  M.I. 

                                         
 
 

  

Social Security Number  Birth Date Relation to Applicant 

   -   -        /   /       
 

Last Name 

                                         
 

First Name  M.I. 
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C. 
The rates below are valid for applicants who enroll on or before 11/25/2010. 

For applicants who enroll after this date, please call 529-9248 or toll-free at 1-800-232-2533, extension 248 for current 
information & forms. 

 

Rates are subject to change every January 
 

Check Enrollment Option  Applicant Only  Applicant + One  Family (three or more) 

Individual Plan # 2525 $ 28.83 $ 57.67 $ 92.55 

2010 
Monthly  

Dental Plan 
Rates Individual Plan Plus # 2851 $ 39.49 $ 78.98 $ 126.78 

 

Nbr of Months Remaining 
in Calendar Year 

 
 

Monthly 
Rate 

 
 
 

Premium Amount to Remit  
with the Application Annual 

Premium 
Option  x  = $ 

 

Monthly 
Premium 
Option 

Please complete the bank account information below for Automatic Bill Payment.   
You must pay the first month’s premium by check or money order. 

BANK ACCOUNT INFORMATION 
 

DO NOT COMPLETE IF SELECTING ANNUAL PAYMENT OF PREMIUMS 
 

1. FINANCIAL INSTITUTION’S NAME (Name of your bank, savings & loan or credit union) 
 
 

2. NAME AS SHOWN ON BANK ACCOUNT 
 

 

3. ACCOUNT TYPE (Check one): 
 

            Checking    Savings            
 

 

4. SIGNATURE OF BANK ACCOUNT OWNER (If different from subscriber) 
  

 
 

FINANCIAL INSTITUTION ROUTING NUMBER 
             TRANSIT                               ABA 
                                                                                      
z                                                                                          z 
                                                                                      
      ____ ____ ____ ____ ____ ____ ____ ____ ____  

 

CHECKING ACCOUNT NUMBER INFORMATION 
 
 
 
 
___________________________________________________________________________________________________________________ 

 
REMINDER:  If you are using a checking account to pay for your premiums, please attach a voided check showing your 

complete account number and name. 
 

 

D. Authorization     

 

I have read the information contained in this application and choose to enroll.  I understand and agree to the benefits, restrictions 
and other plan terms under the HDS Dental Plan.  I understand that my enrollment is for a minimum term of 24 months subject to 
receipt of payment and verification of funds.  Eligibility will be granted based on the eligibility guidelines.  I understand that by 
selecting the monthly premium option I am authorizing HDS to deduct payment of my dental benefit premiums from my account 
with the financial institution indicated.  The monthly payment will be automatically deducted from my bank account on the 23rd or 
next business day of each month for the next month’s premium.  This authorization will remain in full force and effect until HDS 
receives written notification from me of its termination.  I understand that HDS and/or the financial institution indicated reserve the 
right to end this payment plan and my participation therein.  I hereby certify that the information contained in this application is 
true and complete. 

 

By initialing below I understand the following requirements 
for enrollment: 

    

      Enrollment must be received by the 25th of the month to 
be effective the first of the following month. 

 

Applicant Name (Print)  Date 

 

   

      
 

 

If selecting monthly premium option: 
• Attach a check or money order for the first 

month’s premiums  
• Attach a voided check or deposit slip. 

 

Signature   

Applicant’s Social Security Number Applicant’s Last Name 
 

   /   /                                  
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Eligibility Guidelines 
 
• Applicant must be at least 18 years of age and reside in the State of Hawaii. 
 
• Enrollment is for a minimum term of 24 months. 
 
• Eligible family members include: 

o the spouse of the applicant or domestic partner or reciprocal beneficiary  
o unmarried dependent children through age 18 
o unmarried dependent children who are full-time students enrolled in an accredited school, college or university 

through age 24 
 full-time student dependents will be automatically terminated on the last day of the month in which they 

turn age 25 
o disabled dependents over the age of 19 who are unmarried and incapable of supporting themselves because of 

physical or mental incapacity that began before the age of 19 
 

• The monthly premium is prepaid (collected) in advance.  The first month’s premium must be paid by check or money order 
and submitted with the Application.  Subsequent premiums must automatically be deducted from your financial institution 
account (i.e., bank, credit union, etc.).  The monthly payment will be automatically deducted on the 23rd or next business 
day of each month for the next month’s premium. 

 
• The annual payment must be collected in advance; premiums are calculated by the remaining number of months in the 

current calendar year multiplied by the appropriate premium rate.  Notification of plan renewal, rate change and premium 
coupon for the next calendar year will be sent annually. 

 
• Eligibility for coverage will be authorized only if premium payments have been received by HDS. 
 
• If sufficient funds are not available at the time of deduction, HDS may charge a special handling fee (currently $25.00) in 

addition to the monthly premium, and may also suspend eligibility until all premiums and special handling fees have been 
paid in full.  

 
• If you default on payment due to non-sufficient funds two times, your enrollment may be terminated by HDS. 
 
Effective Date of Eligibility 
 
• The HDS application must be received by the 25th of the month in order to be effective the 1st of the next month. 

o Example:  Applications received January 25th will be effective February 1st, while applications received on January 
26th will be effective March 1st. 

 
Terminating Your Dental Plan 
 
• All requests for termination must be received in writing by the 15th of the month in order to be terminated the last day of the 

current month. 
o Example:  Termination requests received January 15th will be terminated January 31st, while requests received on 

January 16th will be terminated February 28th. 
 
• No retroactive terminations will be permitted.  If membership in the plan is terminated, re-enrollment into the plan will not be 

allowed for 24 months.   
 
• Any re-enrollment will be considered a new enrollment; therefore, any waiting periods and deductibles will apply as new.   
 
Plan Renewal  
 
• Enrollment in the plan is subject to annual renewal.   
 
• Before December 1 of each year, HDS will notify you of any changes in premiums, benefits and/or other plan terms for the 

next calendar year.   
 
• Unless you elect to terminate your plan, your enrollment will be renewed automatically for the next calendar year (January 

1) with the new premiums, benefits and/or other plan terms specified in the notice.  


