
 

  



ENROLLMENT FORM  

  

Name                                                                DOB              Yearly Membership Fee     $ Individual  

  

Spouse/Partner                                              DOB              Yearly Membership Fee      $ 2nd   

  

Child 1                                                               DOB             Yearly Membership Fee     $ 3rd 

           

Child 2                                                               DOB             Yearly Membership Fee     $ 4th   

   

                                                                                      Total Membership Fee Paid: $_______________  

  I have read and understand the above contract.  

          ______________________________ 

           Signature  

                                                                 

                                                                                              ______________________________  

Print Name  

  

Effective Date: _________________________      Expiration Date: ________________________  

 

TERMS:  
• Discount/savings plan is not transferable  

• Family members must be enrolled at the same time to receive discounted price for 

additional family members  

• This is not dental insurance. This plan may not be used in conjunction with any insurance 

coverage, not may it be combined with insurance benefits or any discounts.  

• This plan does not cover treatment in another office  

• This plan cannot be used for dental care covered under medical or automobile insurance  

• This is yearly membership plan that needs to be renewed annually to continue benefits  

• Payment in full at time of service is necessary for the discount to apply  

• This plan does not include dental or cosmetic products  

• No membership card is necessary, enrollment application to kept at Haddon Heights Smiles  
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