DENTIST NOMINATION FORM

(This fs not an enrollment form)

SafeGuard

| would like 1o nominate my dentist for the SafeGuard provider network.

Date:

Employer or Group Name:

Employee's Name:

Patient's Name (if different from Employee’s name):

Relationship to Employee (i.e. spouse, child, self, etc.):

City: County:

Home Phaone: Work:

Name of plan in which Member is enrolling:

Effective Date of Plan (mm-dd-year):

DENTIST INFORMATION

(OMTice Name:

Office Manager:

Doctor's Name:

Address: Suite:
City: Zip:
County:

Phone: Fax:

Specialty:
Please submit completed form to:

Healthcare National Marketing, Inc.
4613 US Hwy 19

New Port Richey, FL 34652

Fax: 727-816-9057

N33. 121708



	Ern ploCr or Groll p amc: 
	Employccs amc: 
	Patients ame if different from Emplnrecs IUllne: 
	Relationship 10 EmploytC ie pouse child self ctc: 
	Ciry: 
	Home Phone Work: 
	ame ofpltn in which Mcmhtr is croing: 
	EfTccthc Dale of Plan Ill mdJyc3 r: 
	Office tanagtr: 
	Addrcs: 
	Cj: 
	Zip: 
	Ihollc: 
	Fax: 
	Date: 
	Tel: 
	Doctor: 
	Speciality: 
	Office: 
	Suite: 
	County1: 
	County2: 


