
*You and your dependent must be enrolled in the PSHB TakeCare High Option, Standard Option, or HDHP Option to be eligible for the TakeCare Supplemental Dental Plan.

Please indicate below the name of your dental insurance, if you or any of your dependent(s) have other coverage:

I understand that TakeCare reserves the right to refuse participation by any applicant in the plan and is not obligated to provide a reason for declining coverage. 
I further understand that application does not guarantee acceptance into the plan; acceptance of coverage is not granted, under any circumstances, until the 
application has been approved by TakeCare. Note: �e Supplemental Dental bene�ts described in the TakeCare PSHB brochure are neither o�red nor guaranteed 
under the contract with the PSHB Program, but are made available to all PSHB enrollees and family members who are members of the TakeCare plan. �e cost of the bene�ts for 
the supplemental dental plan is not included in the PSHB Premium. Enrollment in the TakeCare Supplemental Dental Plan is locked-in for the bene�t year. Voluntary 
Disenrollment is only allowed during the plan year if I terminate employment with the US Postal Service or cancel my enrollment in the PSHB TakeCare High Option, 
Standard Option or HDHP Option.  

I (we) hereby authorize TakeCare Insurance Company, hereinafter called the COMPANY, to initiate monthly debit entries for a 12 month period (locked-in 
provision) to our CHECKINGS, SAVINGS, or CREDIT CARD account indicated below at the depository financial institution/credit card company named below, hereinafter called 
the DEPOSITORY or the CREDIT CARD, and to debit the same to such account by the 20th of the month. I (we) acknowledge the origination of Automated Clearing 
House (ACH) transactions to my (our) account must comply with U.S. law. 

$39.90 Self Only Coverage Monthly $79.80 Self Plus One Coverage Monthly $126.35 Self and Family Coverage Monthly
$473.24 Self Only Coverage Annually $946.48 Self Plus One Coverage Annually $1498.59 Self and Family Coverage Annually

Male
Female

Credit Card #:                                                                                                    Exp. Date:                                          CVV#:                             

Monthly or Annual Payment (Select One)

2026

SEX


