
Low Option

High Option
Practice Name: Indiana

Email



Mail completed form to: 
ISMA Insurance Agency, 322 Canal Walk, Indianapolis, IN 46202 

Scan and email to: ismaia@ismanet.org 
Fax to our private insurance fax line: (317) 261-2238 

NO FORM IS REQUIRED IF WAIVING DENTAL BENEFITS 

INSTRUCTIONS FOR COMPLETING THIS FORM 

Please read the following information carefully before completing the other side of this form. You 
should fill out this form if you are enrolling for coverage or changing any information from an 
earlier enrollment. If you have questions about filling out this form, you can call (317) 261-2060 
and ask to speak with the Insurance Account Manager. 

Top of form 
 Complete Practice Name
 Check either Low Option or High Option

Plan Enrollment/Update Information – Complete this section to request: 
 New Enrollment
 Termination of Benefits (for you, dependents or both)
 Change/Correction to information (for example, change to the Low Option or High Option

plan, add dependents)
 Reinstatement

Subscriber Information 
 Complete this section in full

Spouse/Dependent Information 
 Complete name, sex, status and birth date for each dependent you want to include on

your dental policy (dependent social security numbers are not required)

Signature, Date 
Be sure to sign and date the form before returning; an electronic signature is acceptable. 
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