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Application is hereby made for Health and Dental benefits through PayTrak Payroll Services Ltd.  It is understood that the contract 

will not provide benefit coverage prior to being approved and accepted. Any existing coverage should not be cancelled until this 

application is approved.

This agreement shall be Effective from 12:01 a.m. from the 1st day of 
This agreement may be renewed thereafter in accordance with the terms of the contract.

Initial Debit Amount for Deposit
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