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Producer Data Sheet
Producer Name: ___________________________________________________  SSN: ___________________________________

Date of Birth: _______________________________________ KY DOI #: ______________________________________________

Residence Phone: ___________________________________ NAIC NPN #: ____________________________________________

Residence Address: _________________________________________________________________________________________  
                                                     (Street)                                                            (City)                              (ST)            (ZIP)
         
Business Physical Address: ___________________________________________________________________________________
                                                     (Street)                                                            (City)                              (ST)            (ZIP)

Business Mailing Address: ___________________________________________________________________________________
    (PO Box)            (City)                              (ST)            (ZIP)

Business Phone: ____________________________________ Business Fax: ____________________________________________

E-mail Address: ____________________________________________________________________________________________

I am interested in representing DDKY for:     Group Plans        Individual/Family Policies

ASSIGNMENT OF COMMISSIONS
If commissions are to be paid to an agency, please complete the information below and include a W-9 for the agency.

Agency Name:   ____________________________________________________________________________________________

Agency Tax ID #: ____________________________________ Agency KY DOI #: _________________________________________

I, _________________________________________________ ,  do hereby request that any and all commissions due and owing 

to me from Delta Dental of Kentucky be paid to the above agency.

Signature of Applicant: Date: _________________________________________________________________________________

IMPORTANT NOTICE TO APPLICANT:
Designated producers must comply with all the regulations of Delta Dental of Kentucky, Inc. In compliance with Section 91-508 
of the Fair Credit Reporting Act, Delta Dental may run a routine inspection to provide information concerning Producer’s general 
reputation, personal characteristics and mode of living in connection with application to act as one of its representatives. This report 
may be obtained through the Kentucky Office of Insurance (KOI), business associates, financial resources, family members, friends, 
neighbors or others with whom Producer is associated.

Delta Dental of Kentucky, Inc.

(Date) (Date) (Date) (Date)
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Electronic Transfer Authorization

Delta Dental of Kentucky, Inc.

I hereby authorize Delta Dental of Kentucky, Inc., (hereafter referred to as Company), to deposit any 
amounts owed me by initiating credit entries to my account at the financial institution (hereinafter 
referred to as Bank) as indicated above. Further, I authorize Bank to accept and to credit any credit entries 
indicated by Company to my account. In the event that Company deposits funds erroneously into my 
account, I authorize company to debit my account for an amount not to exceed the original amount of 
the erroneous credit. 

This authorization is to remain in full force and effect until Company and Bank have received written 
notice from me of its termination in such time and in such manner as to afford company and Bank a 
reasonable opportunity to act on it.

Indicate action desired by selecting an option below:

 Begin Deposit                  Change Information                  Cancel

Bank name: ________________________________________________________________________________

City: __________________________________________________  State: _____________________________

Printed Name and Title: ______________________________________________________________________

Signature: _____________________________________________  Date: _____________________________

ATTACH VOIDED CHECK HERE

Please provide a copy of voided check showing ABA transit and account number in space above.
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Authorization to Email Commission Statements

Delta Dental of Kentucky, Inc.

I hereby authorize Delta Dental of Kentucky, Inc. to email monthly commission statements to:

Name: ____________________________________________________________________________________

Email Address: ______________________________________________________________________________

Telephone: _________________________________________________________________________________

Authorized Signature/Title: ____________________________________________________________________

Date: _____________________________________________________________________________________

Please contact me if you have any questions or need additional information.

Thank you,

Ruth Devore
Director of Group Administration
502-736-4633
ruth.devore@deltadentalky.com
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