
Direct  Deposit  Enrollment  Form
(DDAR Part icipat ing Dent ists Only)

PLEASE SUBMIT A  SEPARATE FORM FOR EACH TAX ID IF ENROLLING MULTIPLE BUSINESSES

Business Tax Ident ifi cat ion Number:

Direct  Deposit  Authorizat ion type:
(select  one)

Direct  Deposit  Authorizat ion
app lies to t hese offices:

(select  one)

Direct  Deposit  Authorizat ion applies to:
(select  one)

£  New Authorizat ion
(complete sect ion A, B, C, D, and G)

£  Changes to an exist ing authorizat ion
(complete sect ions A, B, C, E, and G)

£  Cancellat ion
(complete sect ions A and F)

£  A ll service office locat ions
associated with this Tax Id

£  Service office locat ions
listed on this form only

£  Delta Dental of Arkansas (Local only) 

£ All Delta Dental Plans (National) 

In considerat ion for the provision of d irect  deposit  services, by signing below, and notw ithstanding any language to 
the cont rary herein, you hereby acknow ledge and agree that  ( i)  any informat ion you have provided, including but 
not  limited to, the informat ion you supplied under the heading "Banking Informat ion" below, may be t ransferred, 
shared or otherw ise provided by us to or w ith any ent ity that  is an affiliate of Delta Dental, as defined above, w ith 
other Delta Dental member companies and their affiliates, and w ith Delta Dental Plans Associat ion, for use in 
connect ion w ith funds to be deposited to your account , ( ii)  any elect ion to d iscont inue enrollment  in this d irect 
deposit  program w ill t ake 10 -15 business days to process, and may not  be effect ive to halt  any deposit s that  were 
init iated while your enrollment  in this direct  deposit  program was in eff ect , and (iii) in the absence of gross negligence 
or w illful misconduct , neither we, any of our members and affiliates, other Delta Dental member companies and 
their affiliates, or Delta Dental Plans Associat ion, w ill be responsible for any damages, or for any fee, charge or other 
expense assessed against  the Bank Account  ident ified above, in connect ion w ith this direct  deposit  program.

Further, by signing below, you represent and warrant that (i) all of the information you supplied is true and accurate, (ii) 
the information provided under the heading "Banking Information," above, ident ifies a bank account held by the Business 
you ident ified above, and (iii) the signatory to this Direct Deposit  Enrollment Form (“Form”) has all necessary power and 
authority to execute this Form.

Quest ions? Contact  a Professional Relat ions Representat ive at  501-992-1710

Delta Dental of A rkansas Professional Relat ions Department , P.O. Box 15965, Lit t le Rock, AR  72231
profrelations@deltadentalar.com  •   (50 1) 992-1710   •   FAX: (50 1) 992-1867 at tn: PR Department
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A. DENTIST INFORMATION

Dent ist  Name:

Provider's License Number: Issuing State:

Name of Office Contact :

Service Office Locat ion (physical address):

Cit y: State: ZIP:

Telephone: Fax:

Email:

B. BANKING/ FINANCIAL INSTITUTION INFORMATION

Name of Account  Holder (business name):

Inst itut ion's Name: Branch:

Address:

City: State: ZIP:

Telephone: Fax:

C. AUTOMATIC DEPOSIT

£ I submit  Claims elect ronically through a clearinghouse or the internet . £ I DO NOT submit  Claims elect ronically.

D. AUTHORIZATION

I authorize and request  Delta Dental Plan of Arkansas, Inc. (hereinafter called DDAR) to send the net  claims check direct ly 
to my bank or other financial inst itut ion as specified in Sect ion B of this form. I also agree to the Terms and Condit ions set 
out  below. I understand I may terminate this authorizat ion at  any t ime by complet ing another “Direct  Deposit  Enrollment 
Form” or in any event  by sending a thirty (30 ) day writ ten not ice to DDAR to terminate (w ith new request / inst ruct ions for 
future payment).

_____________________________________________________________          ____________________________
Dent ist  Signature                                                                                   Date Signed

E. CHANGE AUTHORIZATION STATEMENT

I authorize and request  Delta Dental to make the changes indicated on this form. I w ill give Delta Dental thirty (30 ) days 
from date of its receipt  of this document to accomplish these changes.

_____________________________________________________________          ____________________________
Dent ist  Signature                                                                                   Date Signed

F. CANCELLATION STATEMENT

I authorize and request  Delta Dental to terminate authorized direct  deposits to my account . I w ill give Delta Dental thirty 
(30 ) days’ not ice from receipt  date of this document, to accomplish these changes. Unless otherwise noted, upon such can- 
cellat ion (future) payments w ill be made to the part icipat ing dent ist  by paper check.

_____________________________________________________________          ____________________________
Dent ist  Signature                                                                                   Date Signed

G. DOCUMENTS REQUIRED FOR ACCOUNT VERIFICATION

Please at tach one of the follow ing documents
•  A  copy of a voided check marked “SAMPLE” OR
•   Deposit  Account  Verifi cat ion Let ter from your fi nancial inst it ut ion

(Must  be printed on the bank’s offi cial let terhead, signed by a bank 
administ rator, and contain your business name, rout ing number and 
account  number).

Please return completed form to:
Delta Dental Plan of Arkansas, Inc.
PO Box 15965
Lit t le Rock, AR  72231
Fax: 50 1-992-1867
Email: profrelations@deltadentalar.com
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TERMS AND CONDITIONS:

You agree to comply w ith all applicable laws, rules and regulat ions related to electronic funds t ransfers. You also agree 
that  you are solely responsible for maintaining the confident iality of the user names, passwords, and security quest ion 
answers used by you and any users w ithin your organizat ion for this website. If you permit  other persons to use your 
user name, password, or security quest ion answers, you are responsible for any t ransact ions or changes they authorize 
from, or that  relate to, your account (s)  or the EFT services. Delta Dental is not  liab le for any harm associated w ith 
theft  or unauthorized use of user names, passwords, or security quest ion answers used by you or your organizat ion. 
You shall immediately not ify Delta Dental of any unauthorized use of your user name, password, security quest ion 
answers, or account (s). You shall not ify Delta Dental immediately in w rit ing if any designated contact  is no longer 
authorized to t ransact  business or make changes on behalf of you or your organizat ion. You agree that : ( i)  Delta 
Dental may process all inst ruct ions related to EFTs that  are or appear to be submit ted by your designated contacts 
and that  such inst ruct ions are effect ive even if  not  authorized by you; ( ii)  you w ill maintain appropriate account ing 
and audit ing procedures to protect  your Account (s)  from misuse; and ( iii)  you w ill prompt ly review  all elect ronic 
statements, not ices and t ransact ion informat ion made availab le to you and you shall report  all unauthorized 
t ransact ions and errors to Delta Dental immediately.

You agree to indemnify, defend and hold Delta Dental harmless from and against  any and all losses, liabilit ies, costs, 
damages and expenses, including lit igat ion expenses and reasonable at torneys’ fees and allocated costs for in-house 
legal services arising from or incurred as the result  of your breach of this Agreement, any inaccurate or incomplete 
data you provide or fail to provide to us, your failure to t imely update informat ion, and/or the negligence or w illful 
misconduct  of you, your directors, officers, employees, designees, agents and affiliates. In no event  shall Delta Dental, its 
parent , affiliates, subsidiaries, directors, officers, employees, agents or representat ives be liable for special incidental or 
consequent ial damages or claims by you or any third party relat ive to the EFT services provided hereunder. Delta 
Dental shall not  be liable if circumstances beyond its control prevent  a payment, despite taking reasonable precaut ions. 
Such circumstances include but  are not  lim ited to, delays or losses of payments caused by telecommunicat ions 
outages, act ions of third  part ies and equipment  failures.

Delta Dental of Arkansas Professional Relations Department, P.O. Box 15965, Little Rock, AR  72231
profrelations@deltadentalar.com  •  (501) 992­1710  •  FAX: (501) 992­1867 attn: PR Department
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