
PLEASE NOTE 
 
 
 
The attached brochure and application is for the state of Vermont. 
 
 
 
 

 
 
 
 
 

IMPORTANT NOTICE 
 
Symetra Life Dental Insurance is marketed by licensed agents.  
This brochure must be completed through a licensed agent and 
submitted to the Company by a licensed agent. 
 
If you are interested in purchasing a Symetra Life dental plan and 
you do not have agent representation, please contact us at (866) 
847-1120. 
 
We will connect you with a qualified individual who can help you 
find the dental plan that best meets your needs.  
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Symetra® Life Insurance Company  

LGC-8976 5/04  S11239 04-09   
  

PrimeStar Classic Enrollment Form 
for 

Vermont 
 

Dental Plan Selection:   � Gold   � Silver 
 
Optional Vision Plan Selection:  � Plan 1  � Plan 2   
 
Calendar Year Maximum Selection:    � $1,000  � $1,500 (added cost $8.00)  � $2,000 (added cost $11.00) 
 
I apply for coverage on:  � Applicant Only     � Applicant and Spouse      
 
                                           � Applicant and Child(ren)    � Applicant and Family 
 
APPLICANT INFORMATION (PLEASE PRINT CLEARLY) 
Last Name First Name Initial Birth Date 

/        / 
Address 
 

  Telephone Number Sex:      M�  F� 

City 
 

  State Zip Marital Status        
Married �      Single 

� Billing Address (If Different) 
 

City State Zip 

LIST ALL YOUR ELIGIBLE DEPENDENTS BELOW 

Last Name (If Different) First Name Initial Sex M/F Age Birth Date 

Spouse     /           / 

Dependent     /           / 

Dependent     /           / 

Dependent     /           / 

Dependent     /           / 

Does Spouse have a dental plan: Yes � No �  With Whom? _________________________________________________________________ 
If answer is “Yes”, are dependents enrolled under spouses plan? Yes � No � 

Do you claim a tax exemption for all eligible dependents listed above? Yes � No �    If no, who is not? ________________________________ 

All dependent children over age 18 are full-time students.   Yes � No �         If no, who is not? _______________________________________ 

 
 

 IMPORTANT INFORMATION 
  Effective Date – The effective date is the first of the month following the day in which the application is received in the 
Service Center Office.   
  Identification Card and Certificate of Insurance - Upon receipt of your completed application you will receive a copy of 
your Certificate of Insurance and Identification Card(s).   
 Do not cancel any other dental coverage you may have until you receive written confirmation from Symetra Life. Please 
allow 3-4 weeks for processing.  

 
 Fraud Notice - Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
  
 By my signature below, I hereby apply for coverage with Symetra Life Insurance Company, 777 108th Avenue NE, 
Bellevue, WA, 98004 under Dental Insurance Policy Form LGC-9041 1/05.  I also certify I have read the Fraud Notice 
above.  
 
Applicant Signature_______________________________________ Date_______________________________________ 
 

Please refer to the reverse side for payment options and agent information 
 

Symetra® and the Symetra Financial logo are registered service marks of Symetra Life Insurance Company 



 
Vermont 
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PRIMESTAR CLASSIC PREMIUM RATE CALCULATION AND AUTHORIZATION AGREEMENT 

The following sections must be completed and signed by the applicant and agent 
CALCULATE YOUR RATES: 
1.   Using the Rate Chart found on the Premium Rate Table select the applicable monthly premium, based upon your 
eligibility age, plan selection and coverage type. 
2.  Select your mode of payment 

  Monthly – Bank Account Debit (ACH) (Checking or Savings)  Complete Authorization Agreement below  
     and submit two (2) months premium 
     Checking Acct. - Attach voided check - DO NOT SUBMIT DEPOSIT SLIP. 
     Savings Acct. - Attach savings deposit slip with account number including the bank routing number.  
 

 Monthly Credit Card  - Complete Authorization Agreement below.      
       

 Visa                                         Master Card 
Card # __________________________________________________ Expiration Date _______/____/______ 
 

 Quarterly Direct Bill – submit three (3) months premium 
 

 Semi-Annual Bill – submit six (6) months premium   
 
Authorization To Convert Your Check To An Electronic Funds Transfer Debit – By sending your check to us, you 
authorize Symetra Life Insurance Company to convert the check into an electronic funds transfer.   Please be aware 
that your bank account may be debited as soon as the same day we receive your payment. 

Monthly Rate 
(found on the Premium 
Rate Table) 

Calendar Year Maximum  
Selection 

$1,000 No Added Cost 
$1,500 Added Cost $8.00 
$2,000 Added Cost $11.00 

 
Vision Add-on 
(found on the Premium 
Rate Table) 

Sub Total: 

Multiply by 2,3 or 6 
depending upon mode 
of payment selected 

above 

Total 
Remittance 

$ $ $ $ X $ 

For Initial payment, make check payable to Symetra Life Insurance Company 
AUTHORIZATION AGREEMENT: (When paying by ACH or Credit Card please complete the section below) 
          
      As a convenience to me, I authorize Symetra Life Insurance Company to initiate entries to my bank account or credit 
card account for my monthly dental and/or vision premium. I understand this will occur by the third business day of each 
month and that such record will appear on my monthly statement. I agree that if any such charge be dishonored, 
whether with or without cause and whether intentionally or inadvertently, the bank or credit card company shall be under 
no liability whatsoever even though it might result in forfeiture of my insurance. 
 I understand that this agreement will remain in effect until Symetra Life Insurance Company has received written 
notice from me that it should be cancelled. I understand that I have the right to stop payment by notification to Symetra 
Life Insurance Company, my bank or my credit card company at least ten business days prior to the next scheduled 
payment. 
 
____________________________________________________ _______________ ___________________________________________________ 
Account Holder’s Name                                             Date                 Account Holder’s Signature 
FOR AGENT USE ONLY – Please Print Clearly 
Producer Name   Producer Phone # 
Street Address   City  St   Zip   
Producer Email Producer SS#/TIN# 
Appointed with Symetra Life?    Yes   No Producer Signature 

 
For your convenience there are three ways to enroll in the PrimeStar Classic Dental Plan. 

Please choose one of the following: 
 
ONLINE - Visit www.StarsDental.com/classic 
and follow the step by step Instructions  
 Agent Authorization Number  (Required for 
Online purchases) (AAN) ______________ 

FAX - the application to 518-348-7728 
(You must choose Credit Card or 
ACH payment options)    

MAIL - the application along with initial payment to: 
PrimeStar Classic Dental Administration Office 
P.O. Box 1064 
Schenectady, NY  12301 

 
 
FOR COMPANY USE ONLY  Effective Date: ______/______/______ Plan Code: _________________    

LGC-8976 5/04       S11239 04-09 
Symetra® and the Symetra Financial logo are registered service marks of Symetra Life Insurance Company 

                                         
  



PRIMESTAR CLASSIC DENTAL 
 

PREMIUM RATE TABLE  
FOR 

VERMONT  
 

For effective dates July 1, 2010 through December 1, 2010 
 

Monthly Premiums illustrated are guaranteed for the initial twelve (12) months of coverage.  Thereafter, 
premiums are likely to increase on an annual basis. 
 

Applicant Only 29.00$        

Applicant+Spouse 60.00$        

Applicant+ Child(ren) 68.00$        

Applicant + Family 104.00$      

Applicant Only 26.00$        

Applicant+Spouse 56.00$        

Applicant+ Child(ren) 62.00$        

Applicant + Family 95.00$        

Applicant Only 32.00$        

Applicant+Spouse 68.00$        

Applicant Only 30.00$        

Applicant+Spouse 62.00$        
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DENTAL RATE CHART

Applicant Only 6.00$            

Applicant+Spouse 12.00$          

Applicant+ Child(ren) 12.00$          

Applicant + Family 16.00$          

Applicant Only 5.00$            

Applicant+Spouse 10.00$          

Applicant+ Child(ren) 10.00$          

Applicant + Family 12.00$          

Optional Vision Rates for All Ages

Plan 1

Plan 2
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