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*An adult child age 19 and over is not eligible for coverage if the adult child has another offer of employer-sponsored coverage.• PLEASE COMPLETE BOTH SIDES OF THIS FORM

Senior Dental Program

Spouse ___________________________________
Children __________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________

______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

___________
___________
___________
___________
___________
___________
___________

________________
________________
________________
________________
________________
________________
________________

Name (please print)                                                                                           Date of Birth                       Social Security No.

Street Address                                                           Telephone No.

City                                            State                             Email                             Zip Code               Group Name

Dental office of Choice _________________________________________________________Office Facility No. _________________

Signature_____________________________________________________________________Date_____________________________

Complete the form below to secure the most affordable dental coverage available. By signing this form you are agreeing to a contract with
Golden Dental Plans of Michigan Inc. for a period of 12 months. You may cancel this contract within 72 hours after signing and receive a full refund.

Dependents* Children up to age 26 Social Security No. Sex Date of Birth



____________________________________________________
Credit Card Holder’s Name

____________________________________________________
Card #

____________________________________________________
Expiration Date                                     CCV#

____________________________________________________
Signature

PLAN MONTHLY
Single o $18.00
Double o $30.00
Family o $42.00
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By signing this form I authorize payment on my credit card monthly,
it will be billed prior to the effective date • PLEASE COMPLETE BOTH SIDES OF THIS FORM

HOW IT WORKS:
1. Fill out the enclosed application card
2. Select a dental office from the Provider

Directory, including the office facility number.
3. Select your method of payment, check, money order or

credit card. Make checks payable to HealthChoice Senior
Dental Program.

4. Return the completed application and payment. Use the enclosed
return envelope and mail to: Wayne County HealthChoice
Senior Dental Program 640 Temple, Suite 370, Detroit, MI 48201

5. Applications received by the 15th of the month will be eligible for
coverage effective the first day of the following month.

6. Your Golden Dental Plans of Michigan I.D. card and enrollee
handbook will be mailed out within 2 weeks after we receive
your application.

7. If you have any question about the Dental Program, please
contact Golden Dental Plans of Michigan at 1-800-451-5918 or
visit our website at www.goldendentalplans.com and click on the
HealthChoice Logo to find a provider in your area. To contact
WAYNE COUNTY HEALTHCHOICE, please call 1-800-WELL-NOW.

PAYMENT METHOD ENCLOSED

Check Money Order Amex

Visa MasterCard Discover
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