
Application for Individual and Family Dental Policy/
Change of Status Form

Please type or print in black ink. Please complete the application in its entirety. An incomplete application 
could result in either a decline of application or delay in effective date.

APPLICANT/MEMBER/PARTICIPANT INFORMATION

Note: If the member is a child, the application must be signed by a parent/legal guardian/responsible party.  
Please complete this section for the member.

ATTENTION: TruAssure Enrollment  |  PHONE: (888) 559-0781

Last Name

I consent to receive Explanation of Benefits (EOBs) from TruAssure by e-mail.

I consent to receive policy and legally required communications from TruAssure by e-mail.  

Mailing Address

E-Mail Address

Marital Status

First Name

City

Social Security Number (optional)

Middle Initial

State

Gender

Date of Birth

Phone Number 
(           )

ZIP

Male

Yes

Married Divorced Widowed Separated Civil Union

Female

No

Single

REASON FOR APPLICATION

REQUESTED EFFECTIVE DATE

Initial Application Change in Coverage Type Policy Re-enrollmentChange of Dependent(s)   

___/___/_____   Paper applications must be received by the 20th of the month to be effective the 1st of 	
the following month.

___/___/_____ 

Are you and/or your dependent(s) covered by any other dental benefit program?

If Yes, name of carrier
Yes No

Do you plan to replace any of your existing dental insurance with this policy?

PENNSYLVANIA residents must answer the following question. If the response is yes, you must complete the 
Notice to Applicant Regarding Replacement of Accident and Sickness Insurance and submit with this application. 
You must also retain one for your records.

TruAssure Insurance Company is an Illinois domiciled Company.

Domestic Partnership

Yes No

Yes No
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Application for Individual and Family Dental Policy/
Change of Status Form

MONTHLY PREMIUM RATES FOR TRUASSURE INDIVIDUAL AND FAMILY MAX SAVINGS PLAN,  
CHOICE PLAN, OR CHOICE PLUS PLAN 

Indicate the applicable rate below for the selected Dental Plan.

TruAssure Individual and Family Max Savings Plan

TruAssure Individual and Family Choice Plan* with the following annual maximum:       

Annual Maximum $1,250 Annual Maximum $2,000 Annual Maximum $3,000

TruAssure Individual and Family Choice Plus Plan* with the following annual maximum:

Annual Maximum $1,250 Annual Maximum $2,500 Annual Maximum $5,000

Member Only Member Only (Child Only) Member + 1 Dependent Family (Member + 2 Dependents)
$ $ $ $

SELECT DENTAL BENEFIT PLAN

Select only one dental plan and where applicable, the desired annual maximum. 

Note: Please complete the Monthly Premium Rates section that is applicable to the dental benefit 
plan you selected.

DENTAL BENEFIT PLAN SELECTION AND CORRESPONDING MONTHLY PREMIUM RATES

P.O. Box 804307   |   Chicago, Illinois 60680-4104   |   888-559-0781   |   truassure.com 2
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Add Dependent due to:

CHANGE OF COVERAGE

THIS SECTION IS ONLY APPLICABLE FOR CURRENT MEMBERS WITH COVERAGE CHANGES. 
Please check all events that apply.

Birth

Administrative or Court Order

Marriage Domestic Partnership

Dependent Child with Disability

Civil Union

Other

Legal Guardianship

Adoption/Placement for Adoption

List Names of new Dependent(s) above.

Military Dependent



Application for Individual and Family Dental Policy/
Change of Status Form

OTHER CHANGES

Drop Dependent (list below) due to:

Address Change

Age Death Other Coverage Elsewhere Name of Dependent

Name Change

Change in Coverage Type

Former Name New Name

Former Mailing Address

New Mailing Address

City

City

State

State

ZIP

ZIP

PAYMENT INSTRUCTIONS

Choose your payment method:

PLEASE COMPLETE THE FOLLOWING INFORMATION FOR PAYMENT BY BANK ACCOUNT:

Payment options:Bank Account MonthlyCredit Card Annually

Checking Savings Name on Account

If your method of payment is bank account, all premiums must be paid electronically using your checking/
savings account. If your method of payment is credit card, all premiums are to be paid by credit card. 
Premiums will be drawn or charged on or about the 27th day of the month. Your initial premium will be 
deducted at the time your application is processed.

Please note: Paper applications must be received by the 20th of the month to be effective the 1st 
of the following month.

Name of Financial Institution

Financial Institution’s City

Type of Account (Choose one)

Bank Routing Number Bank Account Number

Financial Institution’s State Financial Institution’s ZIP

Age Death Other Coverage Elsewhere Name of Dependent
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Application for Individual and Family Dental Policy/
Change of Status Form

PAYMENT INSTRUCTIONS (CONT’D)

PLEASE COMPLETE THE FOLLOWING INFORMATION FOR PAYMENT BY CREDIT CARD:

Card Type

Name on Card

Billing Address of the Cardholder if different from the address of the applicant

Authorization
By signing below (signature page is page 7 of this application), I hereby authorize TruAssure Insurance 
Company to deduct the premium amount stated above 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 TruAssure has received written 
notification from me that I am terminating it. I agree to notify TruAssure in writing of any changes to my 
account information or termination of this authorization at least three (3) days (for ACH debits) or twenty-
five (25) days (for credit card charges) prior to the next billing date.

I understand that TruAssure will notify me in advance of any changes to the premium amount. By signing 
below, I hereby authorize TruAssure 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 TruAssure for assistance at 888-559-0781. I guarantee that I am the account holder or authorized 
user for this bank account (for ACH debits) or legal card holder or authorized user (for credit card charges) 
and that I am legally authorized to enter into this Recurring ACH Debit/Credit Card Billing Authorization 
Agreement with TruAssure.

Additional Information if paying by ACH debit
If my financial institution rejects an ACH debit from TruAssure due to insufficient funds, I understand and 
agree that TruAssure may attempt to process the charge again within thirty (30) days if I have not provided 
an alternate payment method. 

Card Number Expiration Date Security Code
month year

Visa MasterCard Discover American Express

Address City State ZIP
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Application for Individual and Family Dental Policy/
Change of Status Form

I understand that if my bank dishonors any ACH debit requested by TruAssure under this agreement, 
TruAssure may assess me a $25 service charge, and TruAssure may collect that service charge by means 
of an ACH debit.

Additional Information if paying with credit card
I understand that any transaction that is dishonored by my credit card company intended for payment to 
TruAssure may be assessed a $25 service charge by TruAssure. Further, I authorize TruAssure to make any 
charges on a future policy I may purchase from TruAssure on the same credit card if I give verbal consent 
to TruAssure. 

In making this application to TruAssure Insurance Company (“TruAssure”), for the dental coverage policy, 
I agree and understand that this application will become part of the Policy, and I agree to be bound by 
the terms of the Policy issued by TruAssure. I understand that, if applicable, my electronic signature on 
this form operates as my original signature. I further agree that the coverage requested is subject to the 
approval of TruAssure and that no agent or representative has authority to make changes or modify this 
application for coverage. I hereby represent  that all of the information contained in this application is true 
and correct to the best of my knowledge. I further understand that any intentional omission or material 
misrepresentation of submitted data may cause this application and subsequent Policy to be null and void.

Please Note: Paper applications must be received by the 20th of the month to be effective the 1st 
of the following month. Paper applications received after the 20th will be effective the 1st of the month 
after the next month. If the application is created and submitted through the TruAssure.com web portal, 
the application will be processed the next business day and will be effective the 1st of the following 
month. Coverage is contingent upon underwriting acceptance.

WARNING: Any person who knowingly and with intent to defraud any insurance company or other 
person files an application for insurance or statement of claim containing any materially false information 
or conceals for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 

PLEASE READ AND AGREE TO THE PRECEDING WARNING AND SIGN ON PAGE 7 OF THIS 
APPLICATION. 

DISCLAIMER: The Spanish version of this form is provided only as a courtesy to the customer. The 
English version of this form will be the presiding version in any case of a dispute or complaint.

DESCARGO DE RESPONSABILIDAD: La versión en español de este documento se proporciona 
únicamente como cortesía para el cliente. La versión en inglés de este documento constituirá la versión 
predominante en el caso de alguna disputa o reclamación.

TruAssure Insurance Company complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, gender, or gender identity.
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Application for Individual and Family Dental Policy/
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AGENT/PRODUCER SECTION

Licensed Insurance Agent Signature (if applicable)

Licensed Insurance General Agent Signature
(if applicable)

Date

___/___/_____ 

Printed Name of Licensed Insurance Agent
(if applicable)

Printed Name of Licensed Insurance General Agent 
(if applicable)

State of Agent License

State of General Agent License

Agent License Number or National Producer Number

General Agent License Number or National Producer 
Number

Agent E-Mail Address

General Agent E-Mail Address

Applicant Signature Date
___/___/_____ 

IF APPLICATION IS FOR A CHILD-ONLY POLICY, PLEASE COMPLETE THE INFORMATION BELOW.

Parent/Legal Guardian/Responsible Party First and Last Name

Mailing Address

Email

City

Relationship to Applicant

State ZIP

I certify that I am the parent or legal guardian of the child applicant and that I have the legal right to enter into 
this contract on their behalf.

Parent/Legal Guardian/Responsible Party Signature Date
___/___/_____ 

Phone Number 
(           )

THE POLICY PROVIDES DENTAL BENEFITS ONLY. REVIEW YOUR POLICY CAREFULLY. 

Date

___/___/_____ 
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  Discrim
ination is Against the Law

  
 TruAssure com

plies w
ith all applicable Federal and State civil rights law

s. 
TruAssure does not discrim

inate, exclude people, or treat them
 differently 

on the basis of gender, sex (w
hich includes discrim

ination on the basis of 
sex characteristics, including intersex traits; pregnancy or related 
conditions; sexual orientation; gender identity or expression; and sex 
stereotypes), race, color, religious creed, national origin, citizenship, age, 
physical or intellectual disability, protected veteran status, m

arital status, 
genetic inform

ation, or any other characteristic protected by law
.  

 TruAssure:  
• 

Provides free auxiliary aids and services to individuals w
ith 

disabilities to com
m

unicate effectively w
ith us, such as:  

o 
Qualified sign language interpreters  

o 
W

ritten inform
ation in other form

ats (large print, braille, 
audio, accessible electronic form

ats, etc.)  
• 

Provides free language assistance services to people w
hose prim

ary 
language is not English, such as:  
o 

Qualified interpreters for oral interpretation 
o 

Electronic and w
ritten translated docum

ents in other 
languages  

If you need these services, contact our Civil Rights Coordinator.  
If you believe that TruAssure has failed to provide these services or 
discrim

inated in any w
ay, you can file a grievance w

ith:  
Civil Rights Coordinator  
TruAssure 
111 Shum

an Boulevard  
Naperville IL 60563  
Phone: 630-718-4995  
Em

ail: com
pliance@

truassure.com  
You can file a grievance in person or by m

ail, phone or em
ail. If you need 

help filing a grievance, our Civil Rights Coordinator is available to help you. 
You can also file a civil rights com

plaint w
ith the U.S. Departm

ent of Health 
and Hum

an Services, Office for Civil Rights, electronically through the 
Office for Civil Rights Com

plaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by m

ail or phone at:  
U.S. Departm

ent of Health and Hum
an Services  

200 Independence Avenue, SW
  

Room
 509F, HHH Building  

W
ashington, D.C. 20201  

1-800-368-1019, 800-537-7697 (TDD)  
Com

plaint form
s are available at http://hhs.gov/ocr/office/file/index.htm

l  
This notice is available at TruAssure’s w

ebsite at  
https://w

w
w

.truassure.com
/nondiscrim

ination-notice.htm
l   

  العربية
(Arabic) 

تنبيه: 
 

ساعدة اللغوية المجانية. 
ت الم

ك خدما
ستتوفر ل

ث اللغة العربية، ف
ت تتحد

إذا كن
 

ر   ت مناسبة لتوفي
ساعدة وخدما

كما تتوفر وسائل م
صول إليها مجانًا. 

ت يمكن الو
سيقا

ت بتن
المعلوما

 
لى ال 

صل ع
ات

1-888-559-0779 
 

ث إلى مقدم الخدمة
أو تحد

 . 

繁繁
體體
中中
文文

 
(Chinese) 

注
意
：
如
果
您
說
中
文
，
我
們
可
以
為
您
提
供
免
費
語
言
協
助
服
務
。
也
可
以
免
費
提
供
適
當
的
輔
助
工
具
與
服

務
，
以
無
障
礙
格
式
提
供
資
訊
。
請
致
電

 1-888-559-0779 或
與
您
的
提
供
者
討
論
。

 

Français  
(French) 

ATTENTION: Si vous parlez Français, des services d'assistance linguistique gratuits sont à votre disposition. 
Des aides et services auxiliaires appropriés pour fournir des inform

ations dans des form
ats accessibles sont 

égalem
ent disponibles gratuitem

ent. Appelez le 1-888-559-0779 ou parlez à votre fournisseur. 

Kreyòl Ayisyen 
(French Creole) 

ATANSYON: Si w
 pale Kreyòl Ayisyen, gen sèvis èd aladispozisyon w

 gratis pou lang ou pale a. Èd ak sèvis 
siplem

antè apw
opriye pou bay enfòm

asyon nan fòm
a aksesib yo disponib gratis tou. Rele nan 1-888-559-

0779 osw
a pale avèk founisè w

 la. 

Deutsch 
(Germ

an) 
ACHTUNG: W

enn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfügung. 
Entsprechende Hilfsm

ittel und Dienste zur Bereitstellung von Inform
ationen in barrierefreien Form

aten 
stehen ebenfalls kostenlos zur Verfügung. Rufen Sie 1-888-559-0779 an oder sprechen Sie m

it Ihrem
 

Provider. 

ગજુ
રાતી 

(Gujarati) 
ધ્યાન

 આ
પો: જ

ો તમે
 ગુજ

રાતી બ
ોલતા હો તો મફત ભ

ાષાકીય સ
હાયતા સે

વાઓ
 તમારા માટે ઉપલબ્ધ છે

. યોગ્ય 
ઑ

ક્ઝિ
લરી સ

હાય અ
ને ઍ

ઝસે
ક્સ
બ
લ ફૉમેટમાાં માક્હતી પૂરી પાડવા માટેની સે

વાઓ
 પણ

 ક્વના મૂલ્યે ઉપલબ્ધ છે
. 1-

888-559-0779 પર કૉલ કરો અ
થવા તમારા પ્રદાતા સ

ાથે વાત કરો. 
ह िंदी   
(Hindi) 

ध्य
ान दें: यदद आ

प द िंदी बोलते  ैं, तो आ
पके

 दलए दनिःश
ुल्क

 भाषा स ायता सेवाएिं उपल
ब्ध

  ोती  ैं। सुलभ
 प्रारू

पोिं में 
ज
ानक

ारी प्रदान क
रने के

 दलए उपयुक्त
 स ायक

 स
ाधन औ

र सेवाएँ भी दनिःश
ुल्क

 उपलब्ध
  ैं। 1-888-559-0779 पर क

ॉल
 

क
रें या अ

पने प्रदाता से
 बात क

रें। 

Italiano  
(Italian) 

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre 
disponibili gratuitam

ente ausili e servizi ausiliari adeguati per fornire inform
azioni in form

ati accessibili. 
Chiam

a l'1-888-559-0779 o parla con il tuo fornitore. 

日日
本本
語語

 
(Japanese) 

注
：
日
本
語
を
話
さ
れ
る
場
合
、
無
料
の
言
語
支
援
サ
ー
ビ
ス
を
ご
利
用
い
た
だ
け
ま
す
。
ア
ク
セ
シ
ブ
ル
（
誰

も
が
利
用
で
き
る
よ
う
配
慮
さ
れ
た
）
な
形
式
で
情
報
を
提
供
す
る
た
め
の
適
切
な
補
助
支
援
や
サ
ー
ビ
ス
も
無

料
で
ご
利
用
い
た
だ
け
ま
す
。

1-888-559-0779
ま
で
お
電
話
く
だ
さ
い
。
ま
た
は
、
ご
利
用
の
事
業
者
に
ご
相

談
く
だ
さ
い
。

 

한한
국국
어어

  
(Korean) 

주
의

: 한
국
어
를

 사
용
하
시
는

 경
우

 무
료

 언
어

 지
원

 서
비
스
를

 이
용
하
실

 수
 있
습
니
다

. 이
용

 가
능
한

 
형
식
으
로

 정
보
를

 제
공
하
는

 적
절
한

 보
조

 기
구

 및
 서
비
스
도

 무
료
로

 제
공
됩
니
다

. 1-888-559-0779 번
으
로

 
전
화
하
거
나

 서
비
스

 제
공
업
체
에

 문
의
하
십
시
오

. 
Português 
(Portuguese) 

ATENÇÃO: Se você fala português, serviços gratuitos de assistência linguística estão disponíveis para você. 
Auxílios e serviços auxiliares apropriados para fornecer inform

ações em
 form

atos acessíveis tam
bém

 estão 
disponíveis gratuitam

ente. Ligue para 1-888-559-0779 ou fale com
 seu provedor. 

Русский 
(Russian) 

ВНИМ
АНИЕ: Если вы говорите на русский, вам

 доступны бесплатные услуги языковой поддерж
ки. 

Соответствую
щ

ие вспом
огательные средства и услуги по предоставлению

 информ
ации в доступных 

форм
атах такж

е предоставляю
тся бесплатно. Позвоните по телефону 1-888-559-0779 или обратитесь 

к своем
у поставщ

ику услуг. 
Español 
(Spanish) 

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Tam
bién 

están disponibles de form
a gratuita ayuda y servicios auxiliares apropiados para proporcionar inform

ación 
en form

atos accesibles. Llam
e al 1-888-559-0779 o hable con su proveedor. 

Tagalog  
(Tagalog – 
Filipino) 

PAALALA: Kung nagsasalita ka ng Tagalog, m
agagam

it m
o ang m

ga libreng serbisyong tulong sa w
ika. 

M
agagam

it din nang libre ang m
ga naaangkop na auxiliary na tulong at serbisyo upang m

agbigay ng 
im

porm
asyon sa m

ga naa-access na form
at. Tum

aw
ag sa 1-888-559-0779 o m

akipag-usap sa iyong 
provider. 

Tiếng Việt 
(Vietnam

ese) 
LƯ

U Ý: Nếu bạn nói tiếng Việt, chúng tôi cung cấp m
iễn phí các dịch vụ hỗ trợ ngôn ngữ. Các hỗ trợ dịch vụ 

phù hợp để cung cấp thông tin theo các định dạng dễ tiếp cận cũng được cung cấp m
iễn phí. Vui lòng gọi 

theo số 1-888-559-0779 hoặc trao đổi với người cung cấp dịch vụ của bạn. 
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