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Preferred Adult Dental Plan Application 
For Individuals and Families 
Effective January 1, 2017 

Use this application if you are currently enrolled on a Premera Blue Cross Blue Shield of Alaska (Premera) 
health plan. Please print your answers clearly in ink so we can process your application quickly. Omissions or 
incomplete answers will result in the return of your application and may cause a delay in the effective date of 
your coverage. Be sure to sign this application before submitting. 

Eligibility 

You‘re eligible to apply for a dental plan through Premera if you are: 

 A resident of and have a principal residence in the state of Alaska.

 19 years of age or older.

 Currently enrolled on an individual Premera medical plan.

Eligible dependents that can enroll on your plan include your: 

 Spouse or domestic partner (must be 19 years of age or older)

 Natural or legally adopted/foster/placed child(ren) (must be between the ages 19 to 26)

If you are a previous Premera dental plan member and have cancelled or lost coverage due to non-payment in 
the past 12 months, you must wait at least 12 months from the last date of coverage and apply for an effective 
date during our next add-on period. Please review the next section or visit premera.com for information about 
add-on periods. 

Enrollment 
As the subscriber, when you enroll in a Premera dental plan, any eligible dependents (spouse, domestic 
partner, or dependent children 19 years of age or older) currently enrolled on your Premera individual 
health plan will automatically be enrolled as well. You are only eligible to enroll in a dental plan during our 
add-on period. Visit premera.com for more information on when we are having our next add-on period. 

I Want to enroll my… 

Self—over age 19 (Last, First, Middle  Initial) Social Security Number (optional) 
Gender:  M  F 

Date of Birth 

/ / 

Legal Spouse or Domestic Partner—over   age 19 (Last, First, Middle  Initial) Social Security Number (optional) 
Gender:  M  F 

Date of Birth 

/ / 

Dependent Child—between  ages 19 – 26 only (Last, First, Middle  Initial) Social Security Number (optional) 
Gender:  M  F 

Date of Birth 

/ / 

Dependent Child—between  ages 19 – 26 only (Last, First, Middle  Initial) Social Security Number (optional) 
Gender:  M  F 

Date of Birth 

/ / 

Dependent Child—between  ages 19 – 26 only (Last, First, Middle  Initial) Social Security Number (optional) 
Gender:  M  F 

Date of Birth 

/ / 



 

 

 
 
Payment Information 
Please do not include any payment with this application. You will be billed using the same method you 
currently use to pay for your Premera health plan premiums.  
 

Plan Selection 
 

Preferred Adult Dental Plan 

 

 $50 deductible plan 

 $75 deductible plan 

 

Desired effective date: 

I want this plan to begin on the first of      
(month) 

 

(See premera.com for a list of effective dates available during the add-on period.) 

 

Prior Dental Coverage 
Have you had prior dental coverage with Premera in the past 60 days? 
 

Yes (complete the information below) No 

 

My prior dental plan carrier was: 
 

    Premera Blue Cross Blue Shield of Alaska        Premera Blue Cross          Other (provide name): 

Name of subscriber (contract holder) Subscriber ID # 

Names of all enrollees on prior coverage 

Date coverage began (mm/dd/yyyy) Date coverage ended (mm/dd/yyyy) 

 

By reporting your prior dental coverage, we may waive or credit the twelve-month waiting period for major 
services. To help us determine if you qualify, please complete the following information: 

 

Basic Terms of Enrollment 
1) I understand and agree that this application is not an offer of coverage, and coverage does not begin until: a) This application is 

received, reviewed, and accepted by Premera and an effective date of coverage is assigned; and b) My complete and correct 
payment is received. Submission of this application does not guarantee I will receive coverage. 

2) I understand and agree that this application becomes a part of my plan and to the extent that the application is inconsistent with 
the plan, the plan will govern. 

3) I understand that dental coverage has a waiting period for basic and major services of 12 months from the effective date of 
coverage. This waiting period may be reduced or waived based on prior group dental coverage with Premera. 

4) I understand that acceptance for coverage is dependent on: a) Persons listed on this application must be residents of the state of 
Alaska in order to apply for and maintain coverage under this plan; b) Persons listed on this application are at least 19 years of 
age, but under the age of 65; and c) Maintain enrollment on a Premera individual medical plan and meet specific age 
requirements. “Resident” means a person who lives in the state of Alaska, and intends to live in the state permanently or 
indefinitely. In no event will coverage be extended to an applicant who resides here for the primary purpose of obtaining healthcare 
or dental coverage. The confinement of a person in a nursing home, hospital or other medical institution shall not by itself be 
sufficient to qualify such person as a resident. Premera may require proof of residency from time to time. Such proof shall include, 
but not be limited to, the street address of the individual’s residence and not a post office box. 
 



 

 

 

5) I understand and agree that only Premera may: a) Make or modify the terms of the application or contract; or b) Waive any of the 
Premera rights or requirements. I understand that I may receive benefits which are less than the amount billed by my provider 
when treatment is not received from a contracted provider. 

6) I understand and agree that this coverage is issued as individual dental coverage, is not sold or issued for use as a government, or 
employer sponsored health plan, and is not partially or fully paid for by a government agencies, employer, business accounts, 
providers, not-for-profit agencies or any other payer, either directly or indirectly, except as required by law. 

7) I understand that I must maintain current enrollment on a Premera individual medical plan in order to enroll in a Premera dental plan. 
If I cancel my Premera individual medical plan or lose coverage for any reason, my dental coverage will also end at the same time. 

 

 

Signatures 
I hereby apply for enrollment with Premera for myself and any family members currently included as dependents on my existing Premera 
health plan. I understand I will have the right to examine and return the contract within 10 days of its delivery to me. I certify that: 

a) I have read this form, agree to its terms and I have supplied all of the required information on this form. 

b) I have received and read a product information packet containing plan benefit information and understand that a complete list of 
exclusions and limitations is detailed in the contract. If there is a conflict, the terms of the contract prevail. 

c) I declare that, to the best of my knowledge, all of the information on all forms necessary for enrollment is true and complete, and that 
all of the persons for whom I am requesting enrollment are eligible for coverage. I understand that, if I have made false, incomplete, 
or misleading statements or answers on behalf of myself or any family members, all entitlements to benefits are void and this 
contract may be cancelled or modified retroactively to its effective date. I further understand that it is a crime to knowingly provide 
false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include 
imprisonment, fines and denial of insurance benefits. 

 

Signature of primary applicant (Parent/Legal guardian)      Date of signature (mm/dd/yyyy) 

 

 

Mail completed application before your requested effective date to: 

 

Premera Blue Cross Blue Shield of Alaska  

PO Box 91059 
Seattle, WA 98111-9159 

 

Phone: 888-669-2583 

Fax:      907-258-1619 

premera.com 
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