
             Aspirus Choice Dental Enrollment Application
 
 I am enrolled in an Aspirus Health Plan and want to add Aspirus Choice Dental.
�

My member ID number is:    

Enrollee information

Medicare number (located on your Medicare card):  

First name:  Middle initial: 

Last name:  

Phone: - -

Release of information: By joining this dental plan I acknowledge and agree that Aspirus Health Plan will 
release my information to Medicare and other plans as is necessary for treatment, payment, and health care 
operations. The information on this enrollment form is correct to the best of my knowledge. I understand that 
if I intentionally provide false information on this form, I will be disenrolled from the plan.

I understand that my signature (or the signature of the person authorized to act on my behalf under the 
laws of the State where I live) on this enrollment form means that I have read and understand the contents 
of this enrollment form.  If signed by an authorized individual (as described above), this signature certifies 
that:  1) This person is authorized under State law to complete this enrollment; and 2) Documentation of this 
authority is available upon request by Aspirus Health Plan or by Medicare.

 

Signature:�����������������������������������������������������������������������   Today’s date: ________________

If you are the power of attorney (POA)/authorized representative, you must sign above and provide the 
following information:
Name: Relationship to enrollee:

Address: Phone number: 

- -

Are you the enrollee’s POA?  Yes     No
If yes, is the POA paperwork attached?  Yes     No

If no, please send in a copy of the POA agreement or other legal document to: 
Attn: Enrollment, Aspirus Health Plan, P.O. Box 51, Minneapolis, MN 55440
We must have the POA agreement on file in order to respond to future requests made by the POA.

Send to Aspirus Health Plan by mail:  
Attn: Medicare Sales, Aspirus Health Plan, P.O. Box 51, Minneapolis, MN 55440
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