[image: image1.png]O DELTA DENTAL®



STATE:  PA
Delta Dental Enrollment / Change Form

Please fill out this form completely.  You can print this document and write your responses, or you can complete the form in Word (you are able to type in all of the gray-shaded areas).  When complete, print and sign it, and return to Human Resources.
	 FORMCHECKBOX 
 New Enrollment
	 FORMCHECKBOX 
 Coverage Change
	 FORMCHECKBOX 
 Name Change
	
	 FORMCHECKBOX 
 DMO

 FORMCHECKBOX 
 Preferred

 FORMCHECKBOX 
 Premier

	 FORMCHECKBOX 
 Change of Dependents
	 FORMCHECKBOX 
 Termination
	 FORMCHECKBOX 
 Address Change
	
	


	Social Security #:       
	Last Name:       
	First Name:       
	MI:       
	Date of Birth:       
	Sex:       

	Address:       
	City:       
	State:       
	ZIP:       

	Group Number:  2509
	Sublocation:  0001
	Group Name:  Elizabethtown College

	1) Coverage Change
	Former Coverage:       
	New Coverage:       

	2) Name Change 
	Former Listed Name:       
	New Listed Name:       

	3) Dependent Change
	Choose one please:   FORMCHECKBOX 
 Add Dependents Listed Below                FORMCHECKBOX 
 Delete Dependents Listed Below

	4) Is there coverage under another dental plan?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	Name and Address of Carrier(s):       
	Group #:       
	Name and Address of Employer:       


	
	Last Name (if different)
	First Name
	MI
	Sex
	Date of Birth
	Social Security #

	Spouse:
	     
	     
	     
	     
	     
	     

	Dependent(s):
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	
	     
	     
	     
	     
	     
	     

	Effective Date of Above Change(s):       
	Reason for Above Change(s):       

	Signature:
	
	Date:
	


�








