
Single
Dual*
Children**
Any Additional Member of the Family***

With your Dental Assistance Savings Plan there are:

%HQHþW�3UHPLXP
Plan Total Annual Cost

The Way Dental Assistance Savings Plan is designed to provide affordability and greater access to quality 
GHQWDO�FDUH��<RXU�EHQHƓWV�DUH�DYDLODEOH�RQO\�DW�:D\�'HQWDO�������0DLQ�6W���(YDQVWRQ��,/�

* The Dual Plan is for Parent/Child or Married Couple only

�&KLOGUHQ�XS�WR�WKH�DJH�RI����RQO\

�7KH�)DPLO\�3ODQ�LQFOXGHV�IDPLO\�PHPEHUV�DQG�FKLOGUHQ�ZKR�DUH�HQUROOHG�IXOO�WLPH�LQ�FROOHJH�XQWLO�WKH�DJH�RI�����RU�FKLOGUHQ�ZKR�DUH�QRW�HQUROOHG�IXOO�WLPH�LQ�FROOHJH�
until the age of 18

• No yearly maximums
• No deductibles
• No claim forms
• No pre-authorization requirements
• No pre-existing condition limitations
• ,PPHGLDWH�HOLJLELOLW\��QR�ZDLWLQJ�SHULRGV�
• Free consultations
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�����0DLQ�6W��(YDQVWRQ��,/�������� www.WayDental.com ��������������

3URJUDP�*XLGHOLQHV

• Cannot be used in conjunction with another dental plan
• 121�5()81'$%/(
• No refunds or premiums will be issued at any time if the participant decides not to utilize the dental plan
• Patient’s portion of any bill is due on the same day as service
• The plan is in effect once the premiums have been paid
• &DQQRW�EH�FRPELQHG�ZLWK�DQ\�RWKHU�SURPRWLRQ��LQVXUDQFH��RU�DQ\�RWKHU�SODQ

7KLV�SURJUDP�LV�D�GLVFRXQW�SODQ��QRW�D�GHQWDO�LQVXUDQFH�SODQ��DQG�LV�VHFRQGDU\�WR�DQ\�
RWKHU�GHQWDO�SODQ��,W�FDQQRW�EH�XVHG�
• ,Q�FRQMXQFWLRQ�ZLWK�DQRWKHU�GHQWDO�SODQ
• For services for injuries covered under workman’s compensation
• )RU�WUHDWPHQW�ZKLFK��LQ�VROH�RSLQLRQ�RI�WKH�WUHDWLQJ�GHQWLVW�RU�GRFWRU��OLHV�RXWVLGH�WKH�UHDOP�RI�WKHLU�

capability
• For referrals to specialists
• For hospitalization or hospital charges of any kind
• For costs of dental care which is covered under automobiled medical
7+,6�3/$1�,6�127�,1685$1&(�DQG�LV�QRW�LQWHQGHG�WR�UHSODFH�\RXU�KHDOWK�LQVXUDQFH�

$ERXW�2XU�'HQWDO�6DYLQJV�3ODQ



Diagnostic & X-rays

$OO�2WKHU�3URFHGXUHV

Preventive

�)RU�2UWKRGRQWLFV��PHPEHU�PXVW�UHPDLQ�D�SODQ�PHPEHU�IRU�WKH�GXUDWLRQ�RI�WUHDWPHQW�WR�UHWDLQ�GLVFRXQW�WUHDWPHQW�EHQHƓWV�

&RPSUHKHQVLYH�([DP��QHZ�SDWLHQWV��LQLWLDO�YLVLW�
3HULRGLF�([DP����SHU�\HDU���FKLOG�XQGHU�DJH�RI��������SHU�\HDU�
/LPLWHG�2UDO�([DP�3UREOHP�)RFXVHG����SHU�\HDU�
&RPSOHWH�6HULHV�RU�3DQRUH[����HYHU\���\HDUV�
3HULDSLFDO��)LUVW�)LOP
3HULDSLFDO��$GGLWLRQDO�)LOP
%LWHZLQJV����WLPH�SHU�\HDU�

)LOOLQJV�DQG�%XLOG�XSV
Crowns
Veneers
Periodontics
Dentures and Partials
Oral Surgery
Root Canals
,PSODQWV
3HULRGRQWDO��'HHS��&OHDQLQJV
:KLWHQLQJ�DQG�2UWKRGRQWLFV��VSHFLDO�GLVFRXQW�DSSOLHV�

&KLOG�3URSK\OD[LV��FOHDQLQJ�����SHU�\HDU�
$GXOW�3URSK\OD[LV��FOHDQLQJ�����SHU�\HDU�
Additional Cleanings per Year
)OXRULGH����SHU�\HDU��QR�DJH�OLPLW��QR�FRSD\�
Sealants
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2XU�6DYLQJ�3ODQ�&RYHUDJH�7DEOH



This agreement is by and between Way Dental and ___________________________________________________ 
�Ō3DWLHQWō��FRQVWLWXWLQJ�RXU�DJUHHPHQW�LQ�LWV�HQWLUHW\��1R�RWKHU�ZDUUDQWLHV��ZKHWKHU�ZULWWHQ�RU�LPSOLHG�VKDOO�
apply.

7HUPV�DQG�&RQGLWLRQV

This agreement is to attain active enrollment in the Membership program. This discount program is NOT a 
health insurance policy and does not make payments directly to dental service providers.

Members are obligated to pay for all dental services but may receive discounts on dental services from 
participating providers.

Membership discounts may not be applicable with other discounts or discounted fee schedules. The 
program does not meet the minimum creditable coverage requirements under any law and is not a 
4XDOLƓHG�+HDOWK�3ODQ�XQGHU�WKH�$IIRUGDEOH�&DUH�$FW��,I�\RX�FDQFHO�ZLWKLQ�WKH�ƓUVW����GD\V�DIWHU�DFWLYDWLRQ�\RX�
ZLOO�UHFHLYH�D�IXOO�UHIXQG��H[FHSW�IRU�WKH�����SURFHVVLQJ�HQUROOPHQW�IHH�ZKHUH�SHUPLWWHG�E\�ODZ�

0HPEHUV�ZKR�FDQFHO�DIWHU�UHFHLYLQJ�EHQHƓWV�PD\�EH�OLDEOH�IRU�WKH�GLIIHUHQFH�EHWZHHQ�WKH�0HPEHUVKLS�IHH�
DQG�WKH�SURYLGHUōV�QRUPDO�DQG�FXVWRPDU\�IHH�IRU�WUHDWPHQW��SD\DEOH�WR�WKH�SURYLGHU��0HPEHUV�PD\�FKDQJH�
providers or add additional family members by providing a written request and paying any additional 
membership fees. Changes will be effective immediately from acceptance and the receipt of written 
requests. The Membership does not guarantee the quality or success of any services and/or products 
offered by individual providers.

7KH�SD\PHQW�GXH�IURP�7KH�3DWLHQW�LV�GXH�RQ�WKH�GD\�RI�DFWLYH�RI�HQUROOPHQW��(QUROOPHQW�VKDOO�UHPDLQ�DFWLYH�
IRU�D�SHULRG�RI�RQH�\HDU�IURP�WKH�GDWH�RI�HQUROOPHQW�DQG�PD\�EH�UHQHZHG�GXULQJ�VXEVHTXHQW�\HDUV��,Q�
subsequent years there may be an increase or decrease of Membership cost and discounts at the discretion 
RI�:D\�'HQWDO��7KH�SD\PHQW�DPRXQW�WR�EH�FROOHFWHG�ZLOO�EH�LQ�WKH�DPRXQW�RI������IRU�SULPDU\�HQUROOLQJ�
PHPEHU�������IRU�PHPEHU�DQG�VSRXVH�������IRU�FKLOGUHQ�XS�WR�WKH�DJH�RI����RQO\��DQG������IRU�DQ\�
additional member of the family.

This agreement will be valid for one year. Any changes to membership status must be authorized by both 
7KH�3DWLHQW�DQG�:D\�'HQWDO��0HPEHUVKLS�SD\PHQWV�DUH�VXEMHFW�WR�LQFUHDVH�LQ�IXWXUH�\HDUV��DQ\�FKDQJHV�ZLOO�
be given with prior notice to The Patient. Discount rates Way Dental.

Signature ________________________________________________________  Date ____________________  

Discount Plan Members ___________________________________________

Plan Payment Received by _________________________________________  Date ____________________

Amount ________________________________

�����0DLQ�6W��(YDQVWRQ��,/�������� www.WayDental.com ��������������

:D\�'HQWDO�0HPEHUVKLS



(Signature of plan holder)

Savings Plan Application Form

Please mail this completed application with the appropriate payment (check or credit card) to:

Way Dental
ATTN: Dental Assistance Savings Plan Coordinator
2424 Main Street
Evanston, IL 60202

Make checks payable to Way Dental.

I,   , authorize Way Dental to charge my credit card each year upon my 
anniversary date to automatically renew my enrollment in the discount plan. Way Dental will notify me when the plan is renewed for my 
records. If I choose to discontinue participating in the discount plan, I will notify Way Dental one month prior to my anniversary renewal date.

By signing below, I acknowledge that I have read and understand the plan details and limitations.

Signature   Date

�$QQXDO�IHH�LV�UHTXLUHG�DW�HQUROOPHQW�DQG�FDQQRW�EH�ƓQDQFHG��:D\�'HQWDO�UHVHUYHV�WKH�ULJKW�WR�PRGLI\��FKDQJH�RU�GLVFRQWLQXH�WKH�:D\�'HQWDO�6DYLQJV�3ODQ��IHHV��WHUPV�DQG�VHUYLFHV
at the company’s discretion upon written notice from Way Dental prior to your anniversary renewal date.

Visa MasterCard

Name

Mailing Address

Street Address (if different from above)

Home Phone

Email Address Driver License Number & State of Issue

Cell Phone Work Phone

Your Profile

Date of Birth

Name

Mailing Address

Street Address (if different from above)

Home Phone

Email Address Driver License Number & State of Issue

Cell Phone Work Phone

Your Spouse’s Profile

Date of Birth

Name

Your Children

Age

Name Age

Name Age

Name

Credit Card Number

Authorized Signature

Expiration Date

Age


