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  Delta Dental of Puerto Rico, Inc.   Tel.  (939) 205-3300 
 Metro Office Park    Fax. (787) 749-2600 
 14 Calle 2 Suite 200 
 Guaynabo, PR  00968 

 

 

 

 

  

 

 

 

 

      

   

 

____________________________________ X_____________________________ ______________ 
   Name – Parent or Legal Guardian Signature       Date 

Note: This authorization is to remain in full force and effect until Delta Dental of PR, Inc. receives a written 
notification from an authorized person, of any change to the information on this form. Also be advised that the 
transaction will be made on the date established, so if you have any change we must received the information before 
that day. 

Individual Name:

Identification Number (Member ID):

Contact Person's Name:

(Parent or Legal Guardian):

Contact Person's Phone Number:

Fax Number:

Contact Person's E-mail Address:

Contact Information:

Bank Information:

Bank Name:

Route & Transit Number (9 Digit Aba #)

Account Type:  Check          Savings

Bank Account Number:

Transaction Date: 1st Day of the Month Monthly Rate: $

Vendor Authorization:

Enrollment Date:ASEC   82294-00001

ELECTRONIC DEBIT REQUEST FORM FOR INDIVIDUALS

Please complete this form and include a CHECK or Money Order payable to Delta Dental for the payment of the first

There will be a charge fee of $15 dollars for each check or ACH transaction returned.

month of the policy. Also add a VOID CHECK of the account used to complete this form if the first payment is made
with Money Order or with a Check of a different account.

www.deltadentalpr.com


