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The policies may have exclusions, limitations or terms under which the policy may be continued in force or discontinued.
For costs and complete details of the coverage, call your insurance agent or CareFirst.
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■

855-503-4862

■

carefirst.com/shopdental

How Your Plan Works

Individual Select Preferred Dental
What your plan covers
In-network
As a member, you’ll receive 100% coverage
in-network for preventive and diagnostic services.
Individual Select Preferred Dental combines the
freedom to select any dentist from our large
regional network.
The following are some of the services covered in
full when visiting an in-network provider:
■

Examinations

■

Cleanings

■

X-rays

■

Sealants for children

■

Fluoride treatments for children

Participating dentists accept 100% of the Allowed
Benefit* from CareFirst as payment in full for
covered services.

Out-of-network
You also have the option to seek routine preventive
and diagnostic treatment from non-participating
providers. If you visit a non-participating provider,
CareFirst will still pay the Allowed Benefit,* but
you will be responsible for the difference in cost
between the CareFirst Allowed Benefit and your
dental provider’s full charge.
Is your dentist in the network? Search at
carefirst.com/findadoc and select Individual Select
Preferred from the Network drop-down menu.

*Allowed Benefit—The Allowed Benefit is typically a reduced rate and not the actual charge. Example: you
visited your dentist for a routine exam and cleaning. The total charge for the visit is $125. If the doctor is a
participating provider, they may be required to accept $75 from CareFirst as payment in full for the visit—this is
the Allowed Benefit. However, if you visit a non-participating provider, you may be responsible for the difference
between the CareFirst Allowed Benefit and the dental provider’s full charge. In this example, that means you
would be responsible for an additional $50.

855-503-4862

■

carefirst.com/shopdental

■
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Individual Select Preferred Dental Summary of Benefits
In-Network
Member Pays
DEDUCTIBLE

Out-of-Network
Member Pays
None

ANNUAL MAXIMUM (CLASSES I-IV)

No maximum

PREVENTIVE & DIAGNOSTIC SERVICES (CLASS I)
■
■

■

■

■

 ral exams (two per contract year)
O
Prophylaxis (two cleanings
per contract year)
Bitewing X-rays (two per contract
year)
Fluoride treatments (two per
contract year, until the end of the
year in which member reaches
age 19)
Palliative treatments

■

■

■

■

 ull mouth X-ray or panograph and
F
bitewing X-ray combination and
one cephalometric X-ray (once per
36 months)
Sealants on permanent molars
(once per tooth per 36 months
until the end of the year in which
member reaches age 19)
Space maintainers (once per
60 months)
Emergency oral exam

No charge

Member pays provider’s
full charge and submits
claim to be reimbursed
CareFirst’s Allowed
Benefit. (Member
pays any difference
between the CareFirst
Allowed Benefit and the
dentist’s billed charge.)

BASIC SERVICES (CLASS II)
■

■

Direct placement fillings using
approved materials (one filling per
surface per 12 months)
Simple extractions

■

Periodontal scaling and root planing
(once per 24 months, one full mouth
treatment)

Not covered

MAJOR SERVICES – SURGICAL (CLASS III)
■

■

Surgical periodontic services
including osseous surgery,
mucogingival surgery and occlusal
adjustments (once per 60 months)
Endodontics (treatment as required
involving the root and pulp of the
tooth, such as root canal therapy)

■

■

 ral surgery (surgical extractions,
O
treatment for cysts, tumor, and
abscesses, apicoectomy and
hemi-section)
General anesthesia required for oral
surgery

Not covered

MAJOR SERVICES – RESTORATIVE (CLASS IV)
■

■

■

 ull and/or partial dentures
F
(once per 60 months)
Fixed bridges, crowns, inlays and
onlays (once per 60 months)
Recementation of crowns,
inlays and/or bridges (once per
12 months)

■

■

■

Denture adjustments and relining
(limits apply for regular and
immediate dentures)
Repair of prosthetic appliances as
required (once in any 12-month
period per specific area of
appliance)
Dental implants, subject to medical
necessity review (once per 60
months)

Not covered

ORTHODONTIC SERVICES (CLASS V)
■

■
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 enefits for orthodontic services are available for covered members
B
until the end of the month in which a member reaches the age of 19
The in-network and out-of-network lifetime maximum per child is a
combined amount

■

855-503-4862

■

carefirst.com/shopdental

Not covered

Individual Select Preferred Dental Plus
What your plan covers

Preventive & Diagnostic Services
(Class I)
There is no deductible and no waiting period for
the following services, which are covered at 100%
when visiting an Individual Select Preferred Dental
Plus in-network provider:
■

Oral examinations

■

Cleanings

■

X-rays

■

Sealants for children

■

Fluoride treatments for children

Basic Services (Class II)
After a low deductible and no waiting period,
your plan includes fillings, simple extractions, and
periodontal scaling and root planing.

Major Services (Class III, IV)
After a low deductible and 12-month waiting
period, you are covered for root canals, oral
surgery, dentures, crowns, bridges and more.

Orthodontia (Class V)
Select Preferred Dental Plus offers benefits for
braces for children up to age 19, after a 12-month
waiting period.

*Allowed Benefit—The Allowed Benefit is
typically a reduced rate and not the actual charge.
Example: you visited your dentist for a routine
exam and cleaning. The total charge for the visit is
$125. If the doctor is a participating provider, they
may be required to accept $75 from CareFirst as
payment in full for the visit—this is the Allowed
Benefit. However, if you visit a non-participating
provider, you may be responsible for the
difference between the CareFirst Allowed Benefit
and the dental provider’s full charge. In this
example, that means you would be responsible
for an additional $50.

Visiting non-participating providers
You also have the option to seek treatment
from non-participating providers. If you visit a
non-participating provider, CareFirst will pay a
percentage of the Allowed Benefit,* but you may
be responsible for the difference in cost between
the CareFirst Allowed Benefit and your dental
provider’s full charge—in addition to any applicable
deductibles and coinsurance. You may also be
required to pay all costs at the time of service
and submit a claim form to be reimbursed for
covered services.

855-503-4862

■

carefirst.com/shopdental

■
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Individual Select Preferred Dental Plus Summary of Benefits
In-Network
Member Pays

Out-of-Network
Member Pays

$25 Ind. deductible/
$75 Family deductible

$50 Ind. deductible/
$150 Family deductible

DEDUCTIBLE (CLASSES II, III & IV)
■

■

The family deductible amount is calculated in the aggregate. However, no
family member will be charged more than the individual deductible amount.
The in-network and out-of-network deductible will be a separate amount.

ANNUAL MAXIMUM (CLASSES I-IV)
■

The in-network and out-of-network annual maximum is a combined amount.

Plan pays up to $1,000 per member

PREVENTIVE & DIAGNOSTIC SERVICES (CLASS I)
■
■

■

■

■

 ral exams (two per contract year)
O
Prophylaxis (two cleanings
per contract year)
Bitewing X-rays (two per contract
year)
Fluoride treatments (two per
contract year, until the end of the
year in which member reaches
age 19)
Palliative treatments

■

■

■

■

 ull mouth X-ray or panograph and
F
bitewing X-ray combination and
one cephalometric X-ray (once per
36 months)
Sealants on permanent molars
(once per tooth per 36 months
until the end of the year in which
member reaches age 19)
Space maintainers (once per
60 months)
Emergency oral exam

No charge

20% of Allowed
Benefit*

20% of Allowed
Benefit* after
deductible

40% of Allowed
Benefit* after
deductible

20% of Allowed Benefit*
after deductible and
12-month waiting
period

40% of Allowed Benefit*
after deductible and
12-month waiting
period

50% of Allowed Benefit*
after deductible and
12-month waiting
period

65% of Allowed Benefit*
after deductible and
12-month waiting
period

50% of Allowed Benefit*
after deductible and
12-month waiting
period

65% of Allowed Benefit*
after deductible and
12-month waiting
period

BASIC SERVICES (CLASS II)
■

■

Direct placement fillings using
approved materials (one filling per
surface per 12 months)
Simple extractions

■

Periodontal scaling and root planing
(once per 24 months, one full mouth
treatment)

MAJOR SERVICES – SURGICAL (CLASS III)
■

■

Surgical periodontic services
including osseous surgery,
mucogingival surgery and occlusal
adjustments (once per 60 months)
Endodontics (treatment as required
involving the root and pulp of the
tooth, such as root canal therapy)

■

■

 ral surgery (surgical extractions,
O
treatment for cysts, tumor and
abscesses, apicoectomy and
hemi-section)
General anesthesia required for oral
surgery

MAJOR SERVICES – RESTORATIVE (CLASS IV)
■

■

■

 ull and/or partial dentures
F
(once per 60 months)
Fixed bridges, crowns, inlays and
onlays (once per 60 months)
Recementation of crowns,
inlays and/or bridges (once per
12 months)

■

■

■

Denture adjustments and relining
(limits apply for regular and
immediate dentures)
Repair of prosthetic appliances as
required (once in any 12-month
period per specific area of
appliance)
Dental implants, subject to medical
necessity review (once per 60
months)

ORTHODONTIC SERVICES (CLASS V)
■

■

 enefits for orthodontic services are available for covered members
B
until the end of the month in which a member reaches the age of 19

The in-network and out-of-network lifetime maximum per child is a
combined amount

Plan pays up to $800 per child up to age 19

*CareFirst payments are based on the CareFirst Allowed Benefit. Participating and Preferred Dentists accept 100% of the CareFirst Allowed
Benefit as payment in full for covered services. Non-participating dentists may bill the member for the difference between the Allowed Benefit
and their charges.
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■

855-503-4862

■

carefirst.com/shopdental

Enroll Today

Enrolling in Your New Dental Plan
To apply for Individual Select Preferred
Dental (preventive dental only)

To apply for Individual Select
Preferred Dental Plus

You have the option to use the paper application
provided or enroll online.

■

■

■

To enroll online, visit carefirst.com/shopdental
■

Get instant confirmation

■

Have access to real-time help via
click-to-call or click-to-chat

If you use the paper application, return it in
the enclosed, postage-paid envelope or mail
your completed application to:

Use the paper application provided in
this book. Return it in the enclosed, postagepaid envelope or mail your completed
application to:
Mail Administrator
P.O. Box 14651
Lexington, KY 40512

■

Enroll through your broker

Mail Administrator
P.O. Box 14651
Lexington, KY 40512
■

Enroll through your broker

Please do not send payment. Once your application is received, we will send you a bill
detailing your plan, selected payment option, premium information and payment due date.
Payments can be made on an annual or quarterly basis.

When will my dental
coverage start?
The effective date of coverage is based on the 20th
of the month. If we receive your application before
the 20th of the month and your premium is paid by
the due date, your coverage will become effective
on the first day of the following month.
Example: For coverage to begin on May 1, we must
receive your application on/before April 20th. We
will send your first bill confirming we received your
application and indicating when payment is due for
coverage to begin May 1.

Have questions?
Contact us at 855-503-4862,
Monday – Thursday from 8 a.m. to 5 p.m.
and Friday from 10 a.m. to 5 p.m.

855-503-4862

■

carefirst.com/shopdental

■
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2023 Dental Rates
Individual Select Preferred Dental
Annually

Quarterly

MD

DC

VA

MD

DC

VA

Individual

$357.48

$326.64

$353.52

$89.37

$81.66

$88.38

Individual & Child(ren)*

$661.32

$604.32

$654.00

$165.33

$151.08

$163.50

Individual & Adult**

$714.96

$653.28

$707.04

$178.74

$163.32

$176.76

$1,000.92

$914.64

$989.88

$250.23

$228.66

$247.47

Family
Rates effective January 1, 2023

Individual Select Preferred Dental Plus
Annually

Quarterly

MD

DC

VA

MD

DC

VA

$569.76

$499.68

$606.84

$142.44

$124.92

$151.71

Individual & Child(ren)*

$1,054.08

$924.36

$1,122.60

$263.52

$231.09

$280.65

Individual & Adult**

$1,139.52

$999.36

$1,213.68

$284.88

$249.84

$303.42

Family

$1,595.28

$1,399.08

$1,699.20

$398.82

$349.77

$424.80

Individual

Rates effective January 1, 2023
*	“Child” means your eligible child up to age 26. Eligibility requirements are defined in the contract.
** “Adult” means the Spouse or Domestic Partner of the Subscriber who satisfies the eligibility requirements defined in the contract.

The rates shown reflect the current premium levels. Your actual premium rate may be higher than the rate
shown based on the date of your signed application. All rates are subject to change.
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Maryland Resident Application
Please fill out the Maryland
Individual Select Preferred
Dental application on the
following pages if you live
in Maryland.

855-503-4862

■

carefirst.com/shopdental

■
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Individual Select Preferred Dental Application
Maryland

CareFirst of Maryland, Inc.
10455 Mill Run Circle, Owings Mills, MD 21117
Group Hospitalization and Medical Services, Inc.
840 First Street, NE, Washington, DC 20065
A private, not-for-profit health service plan

INSTRUCTIONS
1. Please fill out all applicable spaces on this application.
Print all information.
2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512
Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

1. APPLICANT INFORMATION
Last Name

First Name

Initial

Social Security #

Residence Address: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Date of Birth

Marital Status

Sex
Male

/
/
Home Phone

Work/Cell Phone

(

(

)

Female

Single

Married

Partner

Payment Option
Annually

)

Quarterly

2. COVERAGE SELECTION—CHECK ONE
Individual—Provides coverage for one person
Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
Individual & Adult—Provides coverage for two eligible adults
F
 amily—Provides coverage for two eligible adults and eligible dependent(s)
A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.
An “Adult” means the Spouse or Partner of the Subscriber who satisfies the eligibility requirements defined in your contract.

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE
Last Name

First Name

M.I.

Relationship

Social Security #

Date of Birth

Sex
M

Spouse

F
M

Partner

F
M

Dependent 1

F
M

Dependent 2

F
M

Dependent 3

F
M

Dependent 4

F
M

Dependent 5

F

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc., which are independent licensees of the Blue Cross and Blue Shield
Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

DPMMDAP (8/16)

1

CDS1163-1P (7/16)

4. PLAN SELECTION—CHECK ONE
Individual Select Preferred Dental is a Preferred Provider Organization (PPO) plan underwritten by Group Hospitalization
and Medical Services, Inc. This is a preventive services only plan.
Individual Select Preferred Dental Plus is a Preferred Provider Organization (PPO) plan underwritten by:
(Check the box on the left to choose this plan and check the box below based on where you live)
For residents of Montgomery or Prince George’s counties only, check here:
Group Hospitalization and Medical Services, Inc.
For residents of Baltimore City or any other county in the state of Maryland excluding Montgomery and Prince George’s
counties, check here:
CareFirst of Maryland, Inc.
All individuals listed on this application will be enrolled in the plan selected. Any individual who wants to enroll in a different
plan must fill out a separate application.

5. ELECTRONIC COMMUNICATION CONSENT
CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.
Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.
Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
■

Explanation of Benefits Alerts

■

Notice of HIPAA Privacy Practices

■

Reminders

■

Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.
Please note: This consent for electronic communications applies to the primary applicant only. Spouse/Domestic Partners and
dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/myaccount.
Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount or by calling
the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any time by
calling the customer service phone number on your ID card.
I understand that to access the information provided electronically through email, I must have the following:
■

Internet access;

■

An email account that allows me to send and receive emails; and

■

Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).

I understand that to receive notices through text messaging,
■

A text messaging plan with my cell phone provider is required; and

■

Standard text messaging rates will apply.

PRIMARY APPLICANT NAME

EMAIL ADDRESS

CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS

ALTERNATE CELL PHONE NUMBER

By checking below, I hereby agree to electronic delivery of notices, instead of paper delivery by:
Email only
Cell phone text messaging only
Email and cell phone text messaging
Signature: X
CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.

DPMMDAP (8/16)

2

CDS1163-1P (7/16)

6. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY
IT IS UNDERSTOOD AND AGREED THAT:
■
■

■
■

■

A copy of this application will be provided to the Subscriber (or to a person authorized to act on his/her behalf).
 his information is subject to verification. Failure to complete any section may delay the processing of your application and/
T
or claims payment. If we determine that additional information is needed, you will receive an authorization to release that
information. Failure to execute an authorization may result in the denial of your application for coverage.
Premium payment options are available on an annual and a quarterly basis.
 o the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
T
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst
BlueCross BlueShield policy.
If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

WARNING: ANY PERSON WHO KNOWINGLY OR WILLFULLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A
LOSS OR BENEFIT OR WHO KNOWINGLY OR WILLFULLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE
IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.
Signature of Applicant: X

Date:

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.
Parent or Legal Guardian Signature: X

Date:

FOR OFFICE USE ONLY:
Re-sign and re-date below only if box is checked.
Date

Signature of Primary Applicant: X

Date

Parent or Legal Guardian’s Signature: X
FOR BROKER USE ONLY:

Name:

NPN #

Tax ID #

CareFirst-Assigned ID #

Contracted Broker:
Sub-Agent/Sub-Agency:
Writing Agent:

DPMMDAP (8/16)

3

CDS1163-1P (7/16)

Washington, D.C. Resident Application
Please fill out the
Washington, D.C. Individual
Select Preferred Dental
application on the following
pages if you live in
Washington, D.C.

855-503-4862

■

carefirst.com/shopdental

■
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Individual Select Preferred Dental Application
District of Columbia

Group Hospitalization and Medical Services, Inc.
840 First Street, NE, Washington, DC 20065

INSTRUCTIONS
1. Please fill out all applicable spaces on this application.
Print all information.
2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512
Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

1. APPLICANT INFORMATION
Last Name

First Name

Initial

Social Security #

Residence Address: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Date of Birth

Marital Status

Sex
Male

/
/
Home Phone

Work/Cell Phone

(

(

)

Female

Single

Married

Domestic Partnership/Other

Payment Option
Annually

)

Quarterly

2. COVERAGE SELECTION—CHECK ONE
Individual—Provides coverage for one person
Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
Individual & Adult—Provides coverage for two eligible adults
F
 amily—Provides coverage for two eligible adults and eligible dependent(s)
A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.
An “Adult” means the Spouse, Domestic or Civil Union Partner of the subscriber who satisfies the eligibility requirements defined in your contract.

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE
Last Name

First Name

M.I.

Relationship

Social Security #

Date of Birth

Sex
M

Spouse

F

Domestic Partner;
Legal Partner;
or Civil Union
Partner

M
F
M

Dependent 1

F
M

Dependent 2

F
M

Dependent 3

F
M

Dependent 4

F
M

Dependent 5

F

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc., an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD®
and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

DPDDCAP (8/16)

1

CDS1164-1P (5/16)

4. PLAN SELECTION—CHECK ONE
Individual Select Preferred Dental is a Preferred Provider Organization (PPO) plan underwritten by Group Hospitalization
and Medical Services, Inc. This is a preventive services only plan.
Individual Select Preferred Dental Plus is a Preferred Provider Organization (PPO) underwritten by Group Hospitalization
and Medical Services, Inc.
All individuals listed on this application will be enrolled in the plan selected. Any individual who wants to enroll in a different
plan must fill out a separate application.

5. ELECTRONIC COMMUNICATION CONSENT
CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.
Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.
Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
■

Explanation of Benefits Alerts

■

Notice of HIPAA Privacy Practices

■

Reminders

■

Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.
Please note: This consent for electronic communications applies to the Primary Applicant only. Spouse, Domestic or Civil Union
Partners and dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/
myaccount. Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount
or by calling the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any
time by calling the customer service phone number on your ID card.
I understand that to access the information provided electronically through email, I must have the following:
■

Internet access;

■

An email account that allows me to send and receive emails; and

■

Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).

I understand that to receive notices through text messaging,
■

A text messaging plan with my cell phone provider is required; and

■

Standard text messaging rates will apply.

PRIMARY APPLICANT NAME

EMAIL ADDRESS

CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS

ALTERNATE CELL PHONE NUMBER

By checking below, I hereby agree to electronic delivery of notices, instead of paper delivery by:
Email only
Cell phone text messaging only
Email and cell phone text messaging
Signature: X
CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.
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6. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY
IT IS UNDERSTOOD AND AGREED THAT:
■
■

■
■

■

A copy of this application will be provided to the Subscriber (or to a person authorized to act on his/her behalf).
 his information is subject to verification. Failure to complete any section may delay the processing of your application and/
T
or claims payment. If we determine that additional information is needed, you will receive an authorization to release that
information. Failure to execute an authorization may result in the denial of your application for coverage.
Premium payment options are available on an annual and a quarterly basis.
 o the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
T
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst
BlueCross BlueShield policy.
If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

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,
CAREFIRST MAY DENY INSURANCE BENEFITS IF FALSE INFORMATION MATERIALLY RELATED TO A CLAIM WAS PROVIDED BY THE
APPLICANT.
Signature of Applicant: X

Date:

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.
Parent or Legal Guardian Signature: X

Date:

FOR OFFICE USE ONLY:
Re-sign and re-date below only if box is checked.
Date

Signature of Primary Applicant: X

Date

Parent or Legal Guardian’s Signature: X
FOR BROKER USE ONLY:

Name:

NPN #

Tax ID #

CareFirst-Assigned ID #

Contracted Broker:
Sub-Agent/Sub-Agency:
Writing Agent:

FOR OFFICE USE ONLY:
Re-sign and re-date below only if box is checked.
Date

Signature of Primary Applicant: X

Date

Parent or Legal Guardian’s Signature: X

DPDDCAP (8/16)
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Northern Virginia Resident Application
Please fill out the Virginia
Individual Select Preferred
Dental application on the
following pages if you live in:
the cities of Alexandria and
Fairfax, the town of Vienna,
Arlington County and the
areas of Fairfax and Prince
William counties in Virginia
lying east of Route 123.

855-503-4862
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Individual Select Preferred Dental Application
Virginia

Group Hospitalization and Medical Services, Inc.
840 First Street, NE, Washington, DC 20065

INSTRUCTIONS
1. Please fill out all applicable spaces on this application.
Print all information.
2. Sign and return this application, in the postage-paid
return envelope if provided, or mail to:
Mailroom Administrator
P.O. Box 14651, Lexington, KY 40512
Give careful attention to all questions in this application.
Accurate, complete information is necessary before your
application can be processed.

Are you applying for new coverage or are you making changes to a current policy? Check one box.
New coverage
Making changes

1. APPLICANT INFORMATION
Last Name

First Name

Initial

Social Security #

Residence Address: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Billing Address, if different: (Number and Street, Apt #)

City

State

Zip Code (9-digit, if known)

Date of Birth

Marital Status

Sex
Male

/
/
Home Phone

Work/Cell Phone

(

(

)

Female

Single

Married

Domestic Partner

Payment Option
Annually

)

Quarterly

2. COVERAGE SELECTION—CHECK ONE
Individual—Provides coverage for one person
Individual & Child(ren)—Provides coverage for an individual and eligible dependent(s)
Individual & Adult—Provides coverage for two eligible adults
F
 amily—Provides coverage for two eligible adults and eligible dependent(s)
A “Child” means your eligible child up to age 26. Eligibility requirements are defined in your contract.
An “Adult” means the Spouse or Domestic Partner of the Subscriber who satisfies the eligibility requirements defined in your contract.

3. ENROLLING FAMILY MEMBER(S)—COMPLETE ONLY IF YOU SELECT INDIVIDUAL & CHILD(REN), INDIVIDUAL & ADULT
OR FAMILY COVERAGE
Last Name

First Name

M.I.

Relationship

Social Security #

Date of Birth

Sex
M

Spouse

F
M

Domestic Partner

F
M

Dependent 1

F
M

Dependent 2

F
M

Dependent 3

F
M

Dependent 4

F
M

Dependent 5

F

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc., an independent licensee of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD®
and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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4. PLAN SELECTION—CHECK ONE
Individual Select Preferred Dental is a Preferred Provider Organization (PPO) plan underwritten by Group Hospitalization
and Medical Services, Inc. This is a preventive services only plan.
Individual Select Preferred Dental Plus is a Preferred Provider Organization (PPO) underwritten by Group Hospitalization
and Medical Services, Inc.
All individuals listed on this application will be enrolled in the plan selected. Any individual who wants to enroll in a different
plan must fill out a separate application.

5. ELECTRONIC COMMUNICATION CONSENT
CareFirst BlueCross BlueShield (CareFirst) wants to help you manage your health care information and protect the environment
by offering you the option of electronic communication.
Instead of paper delivery, you can receive electronic notices about your CareFirst health care coverage through email
and/or text messaging by providing your email address and/or cell phone number and consent below.
Electronic notices regarding your CareFirst health care coverage include, but are not limited to:
■

Explanation of Benefits Alerts

■

Notice of HIPAA Privacy Practices

■

Reminders

■

Certification of Creditable Coverage

You may also receive information on programs related to your existing products and services along with new products and
services that may be of interest to you.
Please note: This consent for electronic communications applies to the Primary Applicant only. Spouse/Domestic Partners and
dependents 18 years of age and older can consent to electronic communications through www.carefirst.com/myaccount.
Members can also change email and consent information anytime by logging into www.carefirst.com/myaccount or by calling
the customer service phone number on your ID card. You can also request a paper copy of electronic notices at any time by
calling the customer service phone number on your ID card.
I understand that to access the information provided electronically through email, I must have the following:
■

Internet access;

■

An email account that allows me to send and receive emails; and

■

Microsoft Explorer 7.0 (or higher) or Firefox 3.0 (or higher), and Adobe Acrobat Reader 4 (or higher).

I understand that to receive notices through text messaging,
■

A text messaging plan with my cell phone provider is required; and

■

Standard text messaging rates will apply.

PRIMARY APPLICANT NAME

EMAIL ADDRESS

CELL PHONE NUMBER

ALTERNATE EMAIL ADDRESS

ALTERNATE CELL PHONE NUMBER

By checking below, I hereby agree to electronic delivery of notices, instead of paper delivery by:
Email only
Cell phone text messaging only
Email and cell phone text messaging
Signature: X
CareFirst will not sell your email or phone number to any third party and we do not share it with third parties except
for CareFirst business associates that perform functions on our behalf or to comply with the law.
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6. CONDITIONS OF ENROLLMENT—PLEASE READ THIS SECTION CAREFULLY
IT IS UNDERSTOOD AND AGREED THAT:
■
■

■
■

■

A copy of this application will be provided to the Subscriber (or to a person authorized to act on his/her behalf).
 his information is subject to verification. Failure to complete any section may delay the processing of your application and/
T
or claims payment. If we determine that additional information is needed, you will receive an authorization to release that
information. Failure to execute an authorization may result in the denial of your application for coverage.
Premium payment options are available on an annual and a quarterly basis.
 o the best of my knowledge and belief, all statements made on this application are complete, true and correctly recorded.
T
They are representations that are made to induce the issuance of, and form part of the consideration for a CareFirst
BlueCross BlueShield policy.
If you have any questions concerning the benefits and services that are provided by or excluded under this agreement,
please contact a membership services representative toll-free at 866-891-2802 before signing this application.

WARNING: ANY PERSON WHO, WITH THE 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 MAY HAVE VIOLATED
VIRGINIA STATE LAW.
The undersigned applicant and agent certify that the applicant has read, or had read to him, the completed application and
that the applicant realizes that any false statement or misrepresentation in the application may result in loss of coverage under
the policy.
Signature of Applicant: X

Date:

NOTE: Applications submitted solely on behalf of applicants under the age of 18, where payment of premium is made by the
parent or legal guardian, must be signed by the parent or legal guardian.
Parent or Legal Guardian Signature: X

Date:

Signature of Agent: X

Date:

FOR OFFICE USE ONLY:
Re-sign and re-date below only if box is checked.
Date

Signature of Primary Applicant: X

Date

Parent or Legal Guardian’s Signature: X
FOR BROKER USE ONLY:

Name:

NPN #

Tax ID #

CareFirst-Assigned ID #

Contracted Broker:
Sub-Agent/Sub-Agency:
Writing Agent:

DPVVAAP (8.16)
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Additional Information

Exclusions and Limitations
Individual Select Preferred Dental

Individual Select Preferred Dental Plus

Limitations.

Limitations.

A.	Covered Dental Services must be performed
by or under the supervision of a Dentist, within
the scope of practice for which licensure or
certification has been obtained.
B.	Benefits will be limited to standard procedures
and will not be provided for personalized
restorations or specialized techniques.

A.	Covered Dental Services must be performed
by or under the supervision of a Dentist, within
the scope of practice for which licensure or
certification has been obtained.
B.	Benefits will be limited to standard procedures
and will not be provided for personalized
restorations or specialized techniques in the
construction of dentures or bridges, including
precision attachments and custom denture teeth.
C.	If a Member switches from one Dentist to
another during a course of treatment, or if
more than one Dentist renders services for one
dental procedure, CareFirst shall pay as if only
one Dentist rendered the service.
D.	CareFirst will reimburse only after all dental
procedures for the condition being treated
have been completed (this provision does not
apply to orthodontic services).
E.	In the event there are alternative dental
procedures that meet generally accepted
standards of professional dental care for a
Member’s condition, benefits will be based
upon the lowest cost alternative.

Exclusions. Benefits will not be provided for:
A.	Additional fees charged for visits by a Dentist to
the Member’s home, to a hospital, to a nursing
home, or for office visits after the Dentist’s
standard office hours. CareFirst shall provide
the benefits for the dental service as if the visit
was rendered in the Dentist’s office during
normal office hours.
B.	Services not specifically listed in the
Subscriber’s Agreement as a Covered Dental
Service, even if Medically Necessary.
C.	Services or supplies that are related to an
excluded service (even if those services or
supplies would otherwise be covered services).
D.	Separate billings for dental care services or
supplies furnished by an employee of a Dentist
which are normally included in the Dentist’s
charges and billed for by them.
E.	Telephone consultations, failure to keep
a scheduled visit, completion of forms, or
administrative services.
F.	Services or supplies that are Experimental or
Investigational in nature.
G. 	Services required solely for administrative
purposes including but not limited to
employment, insurance, adoption, foreign
travel, school, camp admissions or participation
in sports activities.

Exclusions. Benefits will not be provided for:
A.	Any services, tests, procedures or supplies
which CareFirst determines are not necessary
for the prevention, diagnosis or treatment
of the Member’s illness, injury or condition.
Although a service or supply may be listed as
covered, benefits will be provided only if it is
Medically Necessary and appropriate in the
Member’s particular case.
B.	Any treatment, procedure, facility, equipment,
drug, drug usage, device or supply which,
in CareFirst’s judgment, is Experimental/
Investigational, or not in accordance with
accepted dental practices and standards in
effect at the time of treatment.
C.	The cost of services that are furnished without
charge or are normally furnished without
charge if a Member was not covered under this
Agreement or under any dental insurance, or
any charge or any portion of a charge which

855-503-4862
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	by law the provider is not permitted to bill or
collect from the Member directly.
D.	Any service, supply or procedure that is
not specifically listed in this Description of
Covered Dental Services and Schedule of
Benefits as Covered Dental Services (even if
Medically Necessary) or that do not meet all
other conditions and criteria for coverage as
determined by CareFirst.
E.	Replacement of a denture, bridge or crown
as a result of loss or theft.
F.	Replacement of an existing denture, bridge
or crown that is determined by CareFirst to
be satisfactory or repairable.
G.	Replacement of dentures, bridges or crowns
within 60 months from the date of placement
or replacement for which benefits were paid
in whole or in part under the terms of this
Description of Covered Dental Services and
Schedule of Benefits.
H.	Treatment or services for temporomandibular
joint disorders including but not limited to
radiographs and/or tomographic surveys.
I.
Gold foil fillings.
J.	Dental services in connection with birth defects
or mainly for Cosmetic reasons; with the
following exceptions:
1. B
 enefits will be provided for dental services
received by the Member due to trauma to
whole Sound Natural Teeth when the dental
services are received after the Effective Date
of coverage under the Agreement only if
the Member’s medical benefit plan does not
provide benefits for such dental services and
written proof of denial of a claim for such
benefits is submitted to CareFirst, and
2. B
 enefits will be provided for dental services
in connection with birth defects, including
cleft lip or cleft palate or both, only if the
Member’s medical benefit plan does not
provide benefits for such dental services and
written proof of denial of a claim for such
benefits is submitted to CareFirst.
K. Periodontal appliances.
L.	Prescription drugs, including, but not limited
to, antibiotics administered by the Member,
inhalation of nitrous oxide, injected or applied
medications that are not part of the dental
service being rendered, and localized delivery of
chemotherapeutic agents for the treatment of
a medical condition, unless specifically listed as
a covered service in this Description of Covered
Dental Services and Schedule of Benefits.
18
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M. Splinting.
N.	Nightguards, occlusal guards or other oral
orthotic appliances.
O.	Bacteriologic studies, histopathologic exams,
accession of tissue, caries susceptibility tests,
diagnostic radiographs and other pathology
procedures, unless specifically listed as a Covered
Dental Service in this Description of Covered
Dental Services and Schedule of Benefits.
P.	Intentional tooth reimplantation
or transplantation.
Q.	Interim prosthetic devices, fixed or removable
and not part of a permanent or restorative
prosthetic service, and tissue conditioning.
R.	Additional fees charged for visits by a Dentist to
the Member’s home, to a hospital, to a nursing
home, or for office visits after the Dentist’s
standard office hours. CareFirst shall provide
the benefits for the dental service as if the visit
was rendered in the Dentist’s office during
normal office hours.
S. Transseptal fiberotomy or vestibuloplasty.
T.	Orthognathic Surgery or other oral Surgery
covered under the Member’s medical
benefit plan.
U.	The repair or replacement of any
orthodontic appliance.
V.	Any orthodontic services after the last day of the
month in which Covered Dental Services ended,
except as specifically described in this Description
of Covered Dental Services and Schedule of
Benefits and the attached Agreement.
W.	Services or supplies that are related to an
excluded service (even if those services
or supplies would otherwise be Covered
Dental Services).
X.	Separate billings for dental care services or
supplies furnished by an employee of a Dentist
which are normally included in the Dentist’s
charges and billed for by them.
Y.	Telephone consultations, failure to keep
a scheduled visit, completion of forms, or
administrative services.
Z.	Services that are beyond the scope of the
license of the provider performing the service.
AA.	Services and supplies that are not
Medically Necessary.
BB. Services required solely for administrative
purposes including but not limited to
employment, insurance, adoption, foreign
travel, school, camp admissions or participation
in sports activities.

Notice of Nondiscrimination and
Availability of Language Assistance Services
(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.
CareFirst:
■

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
■ Qualified sign language interpreters
■ Written information in other formats (large print, audio, accessible electronic formats, other formats)

■

Provides free language services to people whose primary language is not English, such as:
■ Qualified interpreters
■ Information written in other languages

If you need these services, please call 855-258-6518.
If you believe CareFirst has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.
To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address
		

P.O. Box 8894
Baltimore, Maryland 21224

Email Address

civilrightscoordinator@carefirst.com

Telephone Number
Fax Number

410-528-7820
410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
800-368-1019, 800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and Blue Shield
Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First
Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the Blue Cross and
Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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Foreign Language Assistance
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Policy Form Numbers
Individual Select Preferred Dental

Individual Select Preferred Dental Plus

MARYLAND

MARYLAND

MD/GHMSI/DB/IEA-DENTAL (2/08); MD/GHMSI/DB/
DOCS-DENTAL (2/08); MD/GHMSI/DB/ES-DENTAL (2/08),
and any amendments

MD GHMSI/DB/ISPP DOCS (10/11) • MD GHMSI/DB/
ISPP IEA (10/11); MD/GHMSI/DB/DENT/ES (10/11) • MD/
GHMSI/ISPP/AMEND (2/12) and any amendments;

WASHINGTON, D.C.

CFMI/DB/ISPP DOCS (10/11) • CFMI/DB/ISPP IEA (10/11)
• MD/CFMI/DB/DENT/ES (2/12); MD/CFMI/ISPP/AMEND
(2/12) and any amendments

DC/GHMSI/DB/IEA-DENTAL (2/08); DC/GHMSI/DB/DOCSDENTAL (2/08); DC/GHMSI/DB/ES-DENTAL (2/08), and
any amendments
VIRGINIA
VA/GHMSI/DB/IEA-DENTAL (2/08); VA/GHMSI/DB/DOCSDENTAL (2/08); VA/GHMSI/DB/ES-DENTAL (2/08), and
any amendments

VIRGINIA
VA/GHMSI/ISPP IEA (10/11) • VA/GHMSI/ISPP/DOCS
(10/11); VA/GHMSI/DB/DENT/ES (10/11) and any
amendments
DISTRICT OF COLUMBIA
DC/GHMSI/DB/ISPP IEA (10/11), DC/GHMSI/DB/ISPP/
DOCS (10/11) • DC/GHMSI/DB/DENT/ES (10/11); DC/
GHMSI/ISPP/AMEND (2/12) and any amendments

CDS1222-1P (10/20)
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CareFirst BlueCross BlueShield
10455 Mill Run Circle
Owings Mills, MD 21117-5559

C ONNEC T W ITH U S:

www.carefirst.com
C ONNEC T W ITH U S:
CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.,
which are independent licensees of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols
are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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