


 

   S11024 SLIC Signature Plan 6-08 (Generic)  
 

 
 
How to enroll… 

1) Complete all sections of the Employer Election Form based upon the 
plan selected.  Be sure to complete both sides of the election form 
and sign/date where applicable. 

2) Obtain signed enrollment forms from each employee electing 
coverage.  Review each enrollment form, completing the top section 
of each form with applicable employer information. 

3) If prior dental plan credit is requested, attach copy of the most recent 
billing statement from the prior carrier indicating  
 
 

 
coverage for each employee.  This statement must also include the 
effective date of the prior coverage from which appropriate credit 
shall be calculated. 

4) Determine your initial monthly premium due, make check payable 
to:  Security Life Insurance Company of America 

5) Submit Employer Election Form, Employee Enrollment Forms, Prior 
Plan details (if applicable), and initial premium check to: 

Security Life Insurance Company of America 
  Security Signature Group Dental/Vision Plan 

10901 Red Circle Drive, Suite 400 
Minnetonka, MN 55343    Questions (866) 847-1120

 
 
If accepted, the undersigned Employer agrees: (a) To make such benefits available to all present employees and all employees becoming eligible in the future: and (b) To make 
payroll deductions as required for the plan as are applicable to the employees.  The undersigned Employer further agrees that only those full-time employees who meet the 
eligibility requirements are to be included, and that participation requirements must be met before the benefit plan can be made effective.  The employer agrees that at least one (1) 
employee out of a minimum of three (3) non-related employees of the employer’s eligible employees must be in enrolled in the Security Life Plan to prevent cancellation of 
coverage. This plan does not require any contribution from the employer. To be eligible for the Employer Paid premium rates illustrated, the employer agrees to contribute no less 
than 75% of the employee only premium or 50% of the combined employee/dependent premiums. 

 Eligibility Date:  Eligibility for present employees will be the initial effective date, while new hires will be eligible on the first of the month following one month of 
continuous employment unless other provision have been agreed upon between the administrator and the participating employer unit. 

 Premiums:   Applicable premium rates are guaranteed to twelve (12) months from the employer’s initial effective date.  Thereafter, premium rates are subject to 
change in accordance with the policy.  

 Participation Discount: In the event the final employee participation reaches the greater of 3 employees or 50% of the eligible employees, your monthly premium 
rates charged may be reduced by 10%.  This discount does not apply to the employer paid rates. Final approval of this discount is to be made by the company.   

 
EMPLOYER INFORMATION 
 
Name of Employer: _______________________________________________________________ Send Correspondence to: ___________________________________ 
 

Address ____________________________________________________________________ City: _________________State _______ Zip Code: ___________________ 
 

Phone Number: (       ) ________________________________________________ Fax: (     ) ______________________________________________________________ 
 

Nature of Business _____________________________________________________           [  ] Corporation [   ] Partnership [   ] Sole Proprietorship [   ] Other 
 

Subsidiaries and Affiliates Included [   ] Yes [   ] No   
 

Name and Address of Subsidiaries & Affiliates whose employees are to be covered: __________________________________________________________________ 
 

__________________________________________________________________________________________________________________________________________ 
Effective Date Requested:      INITIAL PROBATIONARY PERIOD 
       (a) For current employees- NONE 
______________________ (limited to 1stof the month)                    (b) For future employees: ________    DAYS/MONTHS 
       New hires to be effective on the first of the Month following probationary period. 
     
PLAN SELECTION 
DENTAL ADOPTION AND PARTICIPATION AGREEMENT  
[    ] Option 1   [    ] Option 2   [    ] Option 3  
    
[    ] Voluntary    [    ] Employer Paid   
       
PARTICIPATION AND CONTRIBUTIONS 
The undersigned Employer agrees to contribute:  
EMPLOYEE:         $ _______________/OR______________%  
EMPLOYEE + 1:   $ _______________/OR______________% 
FAMILY:               $ _______________/OR______________ %  
 
There are initially _____ full-time employees of which _____ are enrolled in this Plan. 
 
CURRENT DENTAL PLAN 
Is this group currently enrolled under another group 
dental program?                                                       [   ] Yes [   ] No 
Are CPT Benefits requested?                                   [   ] Yes [   ] No  
Did you include a copy of the current Plan and a copy  
of the last billing?                                                              [   ] Yes [   ] No 
 
The undersigned Employer hereby requests participation in the Employers' 
Voluntary Benefit Insurance Trust, to insure eligible persons under Group 
Dental Policy GH-1112-37790 insured by Security Life Insurance Company of 
America, Minnetonka, MN and hereby accepts and agrees to be bound by the 
terms and conditions as now in effect or hereafter may be modified. 
 
Authorized Signature _______________________________________________ 
 
Date ________________________ E-Mail ______________________________ 

 
VISION APPLICATION       Not Available in Washington State 
 
[    ] Voluntary    [    ] Employer Paid 
 
PARTICIPATION AND CONTRIBUTIONS 
The undersigned Employer agrees to contribute:  
EMPLOYEE:          $ _______________/OR______________% 
EMPLOYEE +1:     $ _______________/OR______________% 
FAMILY:                 $ _______________/OR______________ % 
 
There are initially _____ full-time employees of which _____ are enrolled in this Plan. 
 
It is agreed that the Policy will become effective at rates to be determined by Us, 
provided the application is accepted by Us.  The applicant declares that to the best of 
its knowledge and belief that statements and answers are complete and true. 
 
Any person who knowingly presents a false or fraudulent claim for payment of loss or 
benefit or knowingly presents false information in an application for insurance is guilty 
of a crime and may be subject to fines and confinement in prison.  
 
 
Authorized Signature ______________________________________________ 
 
Date _____________________________ E-Mail _________________________ 
 
 
GHA-1157     

 
PRODUCER’S STATEMENT – I hereby certify that all the information contained in this Employer Election Form is correct to the best of my knowledge and I know nothing 
unfavorable about this entity or any individual proposed for participation.  I have complied with the underwriting rules and regulations and have explained in detail the 
coverage to the entity. 
Producer Name _______________________________________________ SS#/TIN#_______________________________ Appointed with Security Life?   [  ] Yes [   ] No 
 
Street Address ______________________________________________________________ City ___________________________________State _______ Zip _________ 
 
Phone Number ______________________________ Email ________________________________ Signature _________________________________________________ 

Security Signature Group Plans                              EMPLOYER ELECTION FORM 
        



Security Life Group Enrollment Card:  Return completed form to your Employer 
 
Employer Information (TO BE COMPLETED BY THE EMPLOYER) 
Name and Address of Employer or Organization (if applicable) Full-Time Hire Date 

 Telephone Number 

 
Employee Information (PLEASE PRINT CLEARLY)  (Vision Not Available in Washington State)    
Coverage Election:       Dental Only          Vision Only           Dental & Vision 
I apply for coverage on:     Employee Only   Employee plus + 1    Family  
  
 
 
 
 
 

GHA-1112  S11023 SLIC Signature Plan Generic 1-09 

1.  Does Spouse have a dental plan:  Yes    No                   2.  Do you claim a tax exemption for all eligible dependents listed above?  Yes    No    
     With whom? ________________________________________________________ If no, who is not?  ____________________________________________________ 
     If answer is “Yes”, are dependents enrolled under spouses plan?  Yes    No     
3.  All dependent children above over age 18 are full time students.  Yes    No    
     If not, who is not? ____________________________________________________ 
 
Group Dental Coverage is provided under the Group Dental Insurance Policy GH-1112 issued to the Employers’ Voluntary Benefit Insurance Trust insured by Security Life 
Insurance Company of America, Minnetonka, Minnesota. 
 
Group Vision Coverage is provided under the Group Vision Policy GH-1157 or under the Group Vision Policy GH-1154 issued to the Group Policyholder (policyholder may be a 
trustee group policyholder in some states) insured by Security Life Insurance Company of America, Minnetonka, Minnesota. 
 
By my signature below, I hereby apply for the coverage or coverage’s selected above.  I certify that I have read the applicable Fraud Notice below.  I also hereby authorize payroll 
deductions from my earnings for any contributions required.  This Authorization remains in effect until revoked by me in writing. 
 
California Law prohibits an HIV Test from being required or used by health insurance companies as a condition of obtaining health insurance coverage. 
 
______________________________________________________________   ____________________________________________________ 
Employee Signature                                                                                            Date

 
 
 
 
 
 

 
IMPORTANT FRAUD NOTICES 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application 
for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
 

STATE SPECIFIC NOTICES 
 
Colorado - It is unlawful to knowingly provide false, incomplete, or 
misleading facts or information to an insurance company for the 
purpose of defrauding or attempting to defraud the company.  
Penalties may include imprisonment, fines, denial of insurance and 
civil damages.  Any insurance company or agent of an insurance 
company who knowingly provides false, incomplete, or misleading 
facts or information to a policy holder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be 
reported to the Colorado division of insurance within the department of 
regulatory agencies. 
District of Columbia - WARNING: It is a crime to provide false or 
misleading information to an insurer for the purpose of defrauding the 
insurer or any other person.  Penalties include imprisonment and/or 
fines.  In addition, an insurer may deny insurance benefits if false 
information materially related to a claim was provided by the applicant. 
Kentucky - Any person who knowingly and with intent to defraud any 
insurer or other person files an application for insurance 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.  
Maryland - Any person who knowingly and willfully presents a false or 
fraudulent claim for payment of a loss or benefit or who knowingly and 
willfully presents false information in an application for insurance is 
guilty of a crime and may be subject to fines and confinement in prison. 
 

 
New Mexico - Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit or knowingly presents 
false information in an application for insurance is guilty of a crime and 
may be subject to civil fines and criminal penalties. 
Ohio - Any person who, with intent to defraud or knowing that he is 
facilitating a fraud against an insurer, submits an application or files a 
claim containing a false or deceptive statement is guilty of insurance 
fraud. 
Pennsylvania - 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. 
Tennessee/Virginia - 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. 

Last Name First Name Initial    
Address Telephone Number      
City   State Zip     

LIST ALL YOUR ELIGIBLE DEPENDENTS BELOW 

Last Name (If Different) First Name Initial 
Sex 
M/F Age 

Birth Date 
M/D/Y 

Spouse           
Dependent           
Dependent           
Dependent           
Dependent           

Please note: If additional 
dependent information is 
necessary please attach a 
separate sheet of paper 

Birth Date:      /        / 

Sex:  M  [   ]   F  [   ]  

  
Marital Status 

Married [  ]    Single  [   ] 

FOR COMPANY USE ONLY 
 

Effective Date: ___/____/____ 
Plan Code:_________________ 
Group #/ Division ___________ 
CPT: ____________ 


