
Subscriber Name_________________________________________________________________________

Group Number_____________________________  Subscriber ID No.______________________________

Member Name___________________________________________________________________________

Member Phone___________________________________________________________________________

Physician Name_ ____________________________  Physician Phone______________________________

Specific Condition (please check one):

Date ___________________________

By signing this self-identification form, I am certifying that I have the specific condition checked 
above, and that I will provide proof to AZ Blue if requested.

Member Signature_______________________________________________________________________

Thank you for participating in this program. If you have questions, please call 1-888-271-7806.

17947 0424

For Blue Cross® Blue Shield® of Arizona (AZ Blue) BlueDental members who are pregnant 
or diabetic, our Prevention +1 program offers additional preventive dental benefits. 

To Enroll:
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BlueDentalSM Prevention +1 Program
Self-Identification Form

 Pregnant	 Diabetic

D24054 01/24

You can FAX this form to 1-888-208-8290, or mail it to: 
Blue Cross Blue Shield of Arizona 
251 18th Street South, Suite 900 
Arlington, VA  22202

Blue Cross, Blue Shield, and the Cross and Shield Symbols are registered service marks, and BlueDental is a service mark, of the 
Blue Cross Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.  
©2024 Blue Cross Blue Shield of Arizona, Inc. All rights reserved.

If you are pregnant, simply fill out 
the form below and fax or mail it to 
AZ Blue. Then, as long as you stay 
with BlueDental, we will cover either 
one additional teeth cleaning or one 
periodontal maintenance procedure 
this year, and one next year. 

If you have diabetes, simply fill out 
the form below and fax or mail it to 
AZ Blue. Then, for as long as you 
stay with BlueDental, we will cover 
either one additional teeth cleaning 
or one periodontal maintenance 
procedure each year.
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