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Section A.  Dental Coverage Options:

1.  Select who the coverage is for: 
Primary Applicant Only           Primary Applicant and Dependent(s)           Child(ren) Only 

2.  Select what coverage applicant(s) is/are applying for: 
 New Dental Coverage           Add Family Member(s) to existing dental policy           Add dental coverage to existing medical policy
 Request Plan Change         Reinstatement
 Policyholder’s Name: ______________________________________________________________________________________          ID Number: _____________________________

3.  Select Requested Effective Date:* 
1st of the Month of __________________________ 

*Next available effective date will be assigned if not selected by the applicant.

Section B.  Benefit Plan Option:

Cigna Dental Preventative
Cigna Dental 1000
Cigna Dental 1500 

Section C.  Applicant(s) applying for coverage:  Dependent children are eligible for coverage up to age 26. 

Last Name First Name M.I. Age Date of Birth
(MM/DD/YYYY) Gender Social Security Number

Primary Applicant   Male
  Female

Custodial Parent or Legal Guardian Name  (for applicants under the age of 18): Relationship to Applicant:

Spouse/Domestic Partner/Civil Union   Male
  Female

Dependent 1   Male
  Female

Dependent 2   Male
  Female

Dependent 3   Male
  Female

Dependent 4   Male
  Female

Check here if you are providing names of additional dependents on an attached separate page.

Section D.  Primary Applicant’s Information: 

Home Address Required: 

__________________________________________________
Street

__________________________________________________
City                                                                                                      State             ZIP Code

__________________________________________________
Preferred Household Email Address*:

Mailing Address (if different than Home Address:) 

________________________________________________
Street

________________________________________________
City                                                                                                      State             ZIP Code

______________        ______________        ______________
Cell Phone                                  Home Phone                              Work Phone

Cigna Health and Life Insurance Company 
California Application for Dental Insurance

Primary Applicant Name_____________________________________

Application Form ID________________________________________

*Do you agree that by providing your e-mail address you may receive electronic communications about your application status, enrollment and Cigna Health and Life Insurance Company 
health benefit plans, products and services?      Yes        No

Primary Applicant’s marital status:      Married        Single
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Primary Applicant Name_________________________________________________________  Application Form ID_________________________________________

E1.  Do you have prior or current dental coverage?         Yes        No

E2.  If any applicant answered “Yes” to the above question, please provide the following information:
          Most recent dental coverage start date:  (MM/DD/YYYY)  ___________                Termination date:  (MM/DD/YYYY)  ___________
          Name of prior or current dental plan carrier: _____________________________________          Policy Number: ______________________
          Type of prior or current dental policy:        Discount dental plan        Preventive only dental plan        Full coverage dental plan
                                                                                          Other (please explain) _____________________________________

E3.  Does this information apply to all family members on this application?         Yes        No
         If “No”, please add additional coverage information in the space provided below.
         Applicant #1 Name: _______________________________________________________________________________________
         Most recent dental coverage start date:  (MM/DD/YYYY)  ___________                Termination date:  (MM/DD/YYYY)  ___________
         Name of prior or current dental plan carrier: _____________________________________          Policy Number: ______________________
          Type of prior or current dental policy:        Discount dental plan        Preventive only dental plan        Full coverage dental plan
                                                                                          Other (please explain) _____________________________________
         Applicant #2 Name: _______________________________________________________________________________________
         Most recent dental coverage start date:  (MM/DD/YYYY)  ___________                Termination date:  (MM/DD/YYYY)  ___________
         Name of prior or current dental plan carrier: _____________________________________          Policy Number: ______________________
          Type of prior or current dental policy:        Discount dental plan        Preventive only dental plan        Full coverage dental plan
                                                                                          Other (please explain) _____________________________________
         Applicant #3 Name: _______________________________________________________________________________________
         Most recent dental coverage start date:  (MM/DD/YYYY)  ___________                Termination date:  (MM/DD/YYYY)  ___________
         Name of prior or current dental plan carrier: _____________________________________          Policy Number: ______________________
          Type of prior or current dental policy:        Discount dental plan        Preventive only dental plan        Full coverage dental plan
                                                                                          Other (please explain) _____________________________________

E4.  Do you have current medical coverage?         Yes        No

NOTICE:  California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

Section E.  Prior / Current Coverage Information

Section F.   Payment Method
NOTE: Electronic Funds Transfer - EFT (Automatic draft from a checking or savings account) and Credit Card are the only initial payment methods allowed for online or faxed 
applications. The accounts will be charged upon approval of your Application.

Please select your payment method from the below options: 

Premium Payment Frequency: 
Monthly

Initial Premium Payment Method: 

Electronic Funds Transfer (EFT)          Automatic Credit Card Payment          Paper Check

Electronic Funds Transfer - EFT (Automatic draft from a checking or savings account)
Yes, I am requesting EFT for both for my initial payment and for ongoing recurring monthly payments (no paper or electronic monthly billing statement will be issued).
Yes, I am requesting EFT for my initial payment. I agree that I am responsible for initiating all subsequent electronic monthly payments. I am requesting monthly 
electronic bills (eBills) to be sent to my email account as provided in Section D of this application.

Account Number:_______________________________________________        Checking      Saving

Routing Number:   
Name of Bank:_________________________________________________          Name(s) on Account:________________________________________________________________________________________

I authorize the Company (Cigna Health and Life Insurance Company) to make premium withdrawals, in the amount of the premium payment noted above, from my bank 
account as identified on this form and authorize the banking facility (Bank) to charge such withdrawals to my account.  This authority will remain in effect until the Company 
receives written notice from me that the authority is terminated. Such termination will be effective with respect to the next premium due following 21 days after the written 
notice is received by the Company. I understand that if for any reason, a withdrawal is not honored by the Bank (including, but not limited to, insufficient funds or my direction 
to the Bank not to honor the withdrawal) my health care contract premium will be unpaid, and failure to pay my health care contract premium may result in termination for 
my health care contract, and that this authorization will remain in place until cancelled and that any due or past due premiums may be withdrawn under this authorization. 
I understand and agree that termination of this authorization does not relieve me of responsibility for charges incurred under my health care contract. I agree to indemnify 
and hold harmless the Company and its affiliates and employees for any claims arising out of transfers or deductions from my account in accordance with this authorization.
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Primary Applicant Name_________________________________________________________  Application Form ID_________________________________________

Credit Card
Name on Credit Card: _________________________________________________________       Expiration Date: _______________________

VISA          MASTERCARD

Card Number:     

3-digit Code: ________              ZIP Code: _______________

For Paper Application:  Please check here:    Paper check is attached       or       Credit card information provided.
Ongoing Payment Options if paying by paper check or credit card for initial payment (please select one option only)

Monthly Paper Bill:  Yes, I am submitting a paper check (or have selected the Credit Card option) for my initial payment.  I will submit a check for my ongoing monthly 
payments.

EFT Draft:  Yes, I am submitting a paper check for my initial payment (or have selected the Credit Card option) and I am requesting recurring automatic EFT drafts for 
ongoing monthly payments. (No paper or electronic monthly or quarterly billing statements will be issued.)  Please complete EFT Section.

Monthly Electronic Bill (eBill):  Yes, I am submitting a paper check (or have selected the Credit Card option) for my initial payment and agree that I am responsible for 
initiating all subsequent electronic monthly payments.  I am requesting monthly electronic bills (eBills) to be sent to my email account provided in Section D of this 
application.

Credit Card:  Yes, I agree to recurring automatic Credit Card drafts for my ongoing monthly payments. (No paper or electronic monthly billing statement will be issued.) 
Please complete the Credit Card section above. 

For Online electronic submitted Application:
Ongoing Payment Options if Credit Card Option was selected for initial payment (please select one option only).

EFT Draft: Yes, I agree to recurring automatic EFT drafts for my ongoing monthly payments.  (No paper or electronic monthly billing statement will be issued.)  Please 
complete the EFT section above.

Monthly Electronic Bill (eBill):  Yes, I agree that I am responsible for initiating my ongoing electronic monthly payments.  I am requesting monthly electronic bills (eBills) 
to be sent to my email account as provided in Section D of this application.

Credit Card:  Yes, I agree to recurring automatic Credit Card drafts for my ongoing monthly payments. (No paper or electronic monthly billing statement will be issued.) 
Please complete the Credit Card section above. 

Section G.  Statement of Accountability – To be completed when applicant can not complete this application.

I, ___________________________________________________________________________________________________, personally read and completed this Application form for the 
Applicant named below because:

Applicant does not read English     Applicant does not speak English     Applicant does not write English
Other (explain):_____________________________________________________________________________________________________________________________________________________________

I personally translated the contents of this application and, to the best of my knowledge, obtained and listed all the personal information disclosed by: 
_______________________________________________________________________________________________________________________________________________________________________________

I also personally translated and fully explained the “Conditions and Agreement/Authorization Section”:
 ____________________________________________________________________________________________________________________     _________________________________________________________

                                                                                     Signature of Translator required                                                                                                                       Today’s Date required
                                                                    (Excludes Parent Signature if Child Only Application)
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Primary Applicant Name_________________________________________________________  Application Form ID_________________________________________

1.	The falsity of any statement in the application for any policy covered by this chapter (CIC 10380) shall not bar the right to recovery under the policy unless such false 
statement was made with actual intent to deceive or unless it materially affected either the acceptance of the risk or the hazard assumed by the insurer. 

2.	 I understand that I or my authorized representative is entitled to receive a copy of this authorization form.

3.	 I understand that information disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and will no longer be protected by federal privacy 
regulations.

4.	 If the applicant is a minor, I accept full legal and financial responsibility for the coverage and information provided on this application. (Court documents establishing 
guardianship must be submitted if the responsible adult is not the parent).

I acknowledge and agree that coverage shall become effective only after (a) this signed Application has been accepted by Cigna Health and Life Insurance Company, and (b) 
a contract has been issued by Cigna Health and Life Insurance Company.

I AGREE ON BEHALF OF MYSELF AND AS AUTHORIZED AGENT OR REPRESENTATIVE OF MY ELIGIBLE DEPENDENTS TO THE PROVISIONS CONTAINED ON THIS FORM.

All applicants 18 years and older must sign and date application.  Applicants under the age of 18 require custodial parent or legal guardian signature acknowledging 
their understanding of and agreement to the conditions listed above.

Requirement for Binding Arbitration - Cigna Health and Life Insurance Company uses binding arbitration to settle disputes, including claims of medical malpractice and 
disputes relating to the delivery of services under the plan. It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered 
under this contract were unnecessary or unauthorized or were improperly, negligently or incompletely rendered, will be determined by submission to arbitration as provided 
by California law, and not by a lawsuit or resort to court process except as California law provides for judicial review or arbitration proceedings. For those cases or disputes for 
which the total amount of damages claimed is fifty thousand dollars ($50,000) or less, we will provide for selection by the parties of a single neutral arbitrator who shall have 
no jurisdiction to award more than fifty thousand dollars ($50,000). If the parties are unable to agree on the selection of a single neutral arbitrator, the method provided in 
Section 1281.6 of the Code of Civil Procedure shall be utilized. The parties to this contract, by entering into it, are giving up their constitutional right to have any dispute 
decided in a court of law before a jury, and instead are accepting the use of arbitration. It is understood that this agreement to arbitrate shall apply and extend to any dispute 
or medical malpractice, relating to the delivery of service under the plan, and to any claims in tort, contract or otherwise, between individual(s) seeking service under the plan, 
whether referred to as a Member, Subscriber, Dependent, Enrollee or otherwise (whether a minor or an adult), or the heirs-at-law or personal representatives of any such 
individual(s), as the case may be, and Cigna Health and Life Insurance Company (including any of their agents, successors -or predecessors-in-interest, employees or providers.)

Section I.   Conditions and Agreement/Authorization

Please enter the name of the Agency/Producer that checks are to be made payable to if different from Writing Producer:   Producer Code:

Street Address: City:   State:
  ZIP Code:

Email Address:

Phone Number:

Sales Representative Last Name:   First Name:

Section H. Producer Information

Writing Producer Name: Producer Code:

Street Address: City:   State:
  ZIP Code:

Email Address:  

Phone Number:

Are you aware of any information about your client not disclosed on this application?      Yes     No

Did you see the proposed applicant at the time this application was completed?      Yes     No
If “No”, please explain:____________________________________________________________________________________________

I verify that the application was completed by the applicant unless otherwise noted in the Statement of Accountability.

Signature of Writing Producer:   Date:  (MM/DD/YYYY)
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Primary Applicant Signature: Today’s Date:  (MM/DD/YYYY)

Custodial Parent or Legal Guardian Signature  (for applicants under the age of 18): Today’s Date:  (MM/DD/YYYY)

Primary Applicant Name_________________________________________________________  Application Form ID_________________________________________

•	 Mail or FAX this application to: 
Cigna Health and Life Insurance Company Individual and Family Plans 
P.O. Box 30362
Tampa,FL 33630-3362
FAX: 1-877-484-5927

•	 Fill in all information and print clearly using black or blue ink.
•	 The applicant is responsible for ensuring that the application is complete and truthful. 
•	 Coverage will become effective only if this application is approved.
•	 Coverage is not guaranteed until you receive written notification from Cigna Health and Life Insurance Company. Do not cancel your current coverage until you have 

received written notification from Cigna Health and Life Insurance Company.
•	 Requested Effective Date cannot be greater than 60 days after the signature date. No Effective Dates will be assigned prior to or on the Signature date.
•	 If you have questions about completing this application, please call Cigna Health and Life Insurance Company at 1-866-GET-Cigna (1-866-438-2446) 
	 8 am - 8 pm ET, Monday - Friday 

Section J.    Instructions:

The above statements are true and complete to the best of my knowledge and belief. I understand and agree that for my child, and/or me and my eligible 
dependents, these statements shall be the basis for determination of acceptance for coverage under my applicable Cigna Health and Life Insurance Company 
benefit plan. I acknowledge and agree that any misrepresentation or intentional omission may render this contract null and void from its date of issue in accordance 
with applicable law. If my coverage is revoked, I will receive written notice that will explain the decision and my right to appeal. I also understand that I will be 
required to pay for any services that were covered while a member and that Cigna Health and Life Insurance Company will refund all amounts paid by me except 
amounts owed to Cigna Health and Life Insurance Company.


