
STUDENT DENTAL PLAN

Member 50.00$     Per Semester

Member + 1 75.00$     Per Semester

 A plan that covers today’s
dental needs,

for 

$50.00 
Per Semester 

To  join , CALL NOW 
714-739-2051

Buena Park Dental Center located at 8402 Commonwealth Ave.
Buena Park, CA 90621

Bene�ts Include, Teeth Whitening, Cosmetic Veneers, Dental Implants
Teeth Cleaning and much more , ask for all the details
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4 AUTHORIZA TION FOR AUTOMA TIC DEBIT

Please Retur n Form to : TruDental - 100 Bayview Cir cle, Suite 600, Newport Beach, CA 92660 • Tel: 877.999.0100 • Or Fax: 949.777.1010
*Coverage provided by Califor nia Dental Network • 877.4.DENT AL

For office use only SC#

I hereby Authorize C alifornia Dental Network (C DN) to initiate debit entries to my (our) account indicated below and the financial institution named below, to debit the same to such account.

This authority is to remain in effect until C DN has received written notification from me (or either of us) of its termination in such time and manner as to afford C DN and financial institution
a reasonable opportunity to act on it. In the event that an automatic payment is rejected due to non-sufficient funds, I understand that I will be assessed a $25.00 NS F fee based upon
C DN current policy.

Monthly Payment of $ Number of Months Date of first Debit

Please enroll me effective the 1st, of _____________________ (to be eligible immediately, application must be processed before the 21st of the current month)

Financial institution name Account Holder Name Billing address if different from above

Checking / Account Number Transient Number

Cr edit Car d / Cr edit Car d Number Expiration Date Verification Number

VISA

AMX

Master car d

Discover

$

First Name MI Last Name

Date of Birth Email Cell Number

Home Address

City  Zip

Please Enroll me effective

Amount of Charge Type of  Card Account Holder Name

Card Number

Signature Date

Expiration Date Billing ZipCodeC.I.D. #

I hereby Authorize California Dental Network (CDN) to initiate debit entries to my  account 
indicated below and the financial institution named below, to debit the same to such account.

Necessary dental services will be charged as described in the Evidence of Coverage available 
when applying. Member and eligible dependents are subject to the limitations and exclusions of 
the plan.  Membership shall continue for a minimum of one semester from the effective date, 
and on a semester-to-semester basis thereafter upon request by member.  Initial payments for 
the first month of membership must be made by check or major credit card; membership fees for 
the plan are charged on the enrollment date, If you are making your membership fee by check 
please make payable to “California Dental Network”. 

To enroll in the Student Dental Plan*
please bring this form to Buena Park Dental Center

or simply call

714-739-2051

*The Student Dental Plan Coverage is provided by California Dental Netwrok
For more information please call 1-877-4-Dental


