
PLEASE  PR INT  CLEARLY

PLEASE  CHOOSE YOUR PAYMENT OPT ION 

Social Security Number Date of Birth Sex 

           /          / k M   k F        
Name: Last, First, Middle Initial   Coverage Effective Date  Agent

             /          / 
Address: Street, City, State, Zip         Sandia Orthodontist Selected 

E-Mail Address   Home Phone Work Phone

k  Annual Payment  Please check one:  k Check    k VISA    k MasterCard    k Discover

Credit Card # _____________________________________________________________

Expiration Date __________________________________ CVV # _____________________

Orthodontic Edge Plan Enrollment/Authorization Form
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