ELTA'DENTAL

Employer Group Information - To be completed by Employer

Enrollment /Change Request

Group Name Group Number Sublocation/Store lacation
/
(A} Type of Retivity ~ To Be Completed by Employer. Refer ko insgtructiong on back before cempleting this form. Print clearly.
1. Enrollment ( |} Mew Enrcllee / Subseribex Effective Date _ /[ pate of Hire __ [/ [/ _ .
2. Change - Checic all that apply Date of Event Reason 4. Remove or Terminate - Check all that apply Effective Date Reason
{ } add Spouse o { } Remove Spouse* Y
{ } Add Domestic Partner A { } Remove Domestic Partner” W
{ } Add Dependent Child h { ) Remove Dependent Child* A
{ ) Mame Change ol { 1 Employee Withdrawal/Termination A
{ } Change Plan o HOTE: Employee must be enrolled for spouse/dependents(s} to have
( } Other R coverage.
{ } add/Change Office ID Numbers A :please compiete Add/Change/Remove and Name columns in Section D.
4. Conkinuation of coverage, L.e, COBRA, State., total disability. Not all optiona are available or applicable. Comntact Employer for available options.
Coverage for: { } Employee { | Dependenta
ength of Continuation: { ) 12 months ( } 18 months { )} 2% months { ) 35 months { ) Total Disability® Attach proof of total disability
Date of Loss of Coverage: A pPate of Qualifying Event. A
Billing: { } Home {1} Group
(B} Empioyee Information - Complete Sections (B-8)
Last name, First name, MI Social Security Humber Home Telephone
E-mail Address Home Address Apt # _ City, State Zip Code
Employer Name Work Telephone Work Rddress
City, Statse %ip Code Date of Employment __/__/ Hours Worked per week
() Plan Optzen - Your selection must be offered by vyour Employer Check one: { )} Deita Dental Premier { } Delta Dental PPO { } Delta Dental POS
{ | Delta Dental PPO Advantage Program { )} DeltaCare
(D) Individuals Covered - List individuals for whom you are adding/changing/removing coverage. Attach sheet to list additional children. (Attach proof if
full-time post-secondary student. Atrach proof of disabilicy.)

(A) Add Last Name Sex Birthdate Social Other Previous Coverage

(CY Change First Name, MI M ¥ MM/ DD/YYYY Security Health Check 1f Yes

(R} Remove Number Coverage
Employee —— N R J—
Domastis Partner
(1f Coverage offered} I ok
Spouse —_— ol
cnild S S S
Child — Y
Child — 2 S
Child —— A S
(2} Cther/Previous Inaurance
1s your spouse employed? { ) Yes { ) No If "Yes", give name and address of your spouse’s employer.

If “Yes” vo Other Health Coverage {Sectieon D}, give names & policy numbers of insurance carrier. HMO, or other scurce. If enrolled in Medicare Parts A andfor B,

identify the coverage and provide the Medicare ID#.

If “Yes" to Srevious Coverage, identify names{s} of persons, glive effacrtive date and date coverage terminated, name of previous Carrier and plan number.




(F}

Does any dependent listed in Section D live at a different address than the Employee? { | Yes

papendent Information

who and at what address?

ain the circumstances

If any dependent’'s iast name differs from yours, explain the circumstances.

(3

1 represent that all the information supplied in this application is true and complete. I herepy agree to the condit:ons

the

Employee Signature - Regulired

{#}

Employer Signature - Reguired

Employee Signature I£f vou have guestlons concerning the benefits and services provided by or exciuded under this Agreement, contact a

Agent at 1-800-452-9310 before signing this form.

employee enrcllment/change reguest. I authorize deductions from my earnings for any reguired contributions.

bate [/ _/__

Employer Verification - To be Completed by Employer

imaguctioas

Eopro

&
rSoeT

ver
iete the Lopicver Group (nfarmazien in the upper ieft cormer of che form
ion A Type af Acztivity:Check buxed indicating reassa{s) for subaizting applicazian.

+Compicte Scccion (1] - Coployer Verificaticn {in the upper tefz corner af tha secand paguiof the ferm

‘Eopiaver must cerplece thia meccion for all new enralltents, caverage changes and Cerminations.
*Empraver must sign and date the farolimenc/Chasge Requesc in arder fer it ta be procesaed.

Tmployen - Ccwpleta Hoctioos (3-Gi
fectian (R - E=ployas Inforsaties

Cozpiete all informatien in order for your application te be procensed.

Seetfcs (€l Flan Optlon:

Check one Plan gpticn bax { )} Deita Denca: Premier ) Nelta Destal PPO
{ 1 bBaita Dapta: FOS { ] Deita Desta: FPA Advantage Program |} Dedzadave
Select aniv an cption offred by your empiover.

section (D} - Iodividuaid Goversds

Rdu/Change/Rasoue = Wae "AT. 0", ar R o indicate wghether vau ave adding.changing or removing
caverage for an {ndividuail.

Prist vour full name along with che namelsl of your degeadenta. il appliceble. indicate
Sex,Bizchdate,and Seciai Securicy nusher for each individaay listed.

1f a dependens ia 4 full-time post-sccondacy student, wou mubt attach 3 cuIrant couide schedule ar &
lettar from the sehool ae jte asthorized ropreasncatzive cenfirming full-time atudent gtatws. If
depepdene ia disabled and being conciuned bevend che limiting age. attach proof of disibilicy.

+f you or your dependent(al have ochkor Kealth caverage. check off the “Yes® bax({ea} and cosplete
sestign (F] - Other/Previous insurance.

From the apprepriate provider directory, locate the office ID sushesr for the denuiat (Lf applicable).
indicate office ID pumber selecticnial on the form.

Secelan (B) - Pra-Oxieticg Conditicur Statenent

sSectian

.

Ceopiote this section far ail new chrollmencs. Exceptlona: For Small Esplever Gyoup coverage, thia
goction must be compizted caly by persons oprolling in the group esverage ln a greup af 2-% emplovees
and by Late entrants.

Pl ~ Gthaz/Pravicur Insursesca

Corpiete this section for all new anrsllmencs ar coverage chapges. Coverage inciudes graup cavarage
governmantai goverage, a church plan ar Hedicars.

Soction {G} « Dopondsat Infaoraastion

Coeplaots chis sconian for all new enrollementa ar coverage changed.

Section {#} - Expioyes Sigootura:

Cempieta this sectian for all new enrollments. c¢overage changss and terminations.
sioves must sign end dace the Enrolleent/Change Request Fors in ardar for it to be precessed,

pax
sactien {5) - Dopioyer Varificariso

Empiaver mest cooplote this section f{ot all new enrallmenca, cowverage changes and tesminations,
Erplayer must sign and date the Envcllment/Change Requeat Form in order for it to bBe pracesscd,

tonditane ol Borellmant
Application Avkpowledgsnak and Agresoonta

¢n behalf ot =zyaelf and the dopesdents iisted on the reverse slde ! agree to or with the following:

4} 1 auctharize the sources atated beiow te glve Delta Dental of MHew Jersey, INC. OF any CCnNauRarl Ieperning
agency acting an its behalf, inforsation abeut me and sy ninor childern., i€ appiving f{or coverage. Such
informazicn will pertain to eepioyment, othier hesith coverags, apd sedicat advice, treatnont or supplies for
sical or medical conditien. Authorizacion saurces are any physician or medicai protesgionai; anv
Laspitat, clinic or ciher medica: ware imscituzicn: any carricry, any conoumer reperting agency; any
emplaves .,

b} ¢ undezstand that ¢ may revoke chie aurhapfzacicn at any time. T agree chac such revecatlon will pag
afeer aty action which Deyta Dental of Hew Jerscy, Ine. has taken in relianee on the autherizatien. o
undorstand this authorization will not be valid after 30 moprha, 1f not revoked carlier.

c} i hnmw that ¢ have a vight ta receive 4 copy of the zuthorizaclon if © reguesc one.

d} ¢ agree that a phetecopy of this asthocization is as valld as che arlginaj.

i acknowiedge by eArelling i a4 Dejta bental of Hew Jersev, inc. plan o gooup policy coverage is pravided
Ly Daita Dental of New Jersey, {uc. in accordance with the cemtract.

Enrollment of =syaclf amd @f the lisved dependents into the p:an is effeecive cn acceptance by Deltns Dentai
gf tlew Jeraey, fnc.

Coverage and benefits are contsingent on tlmeiy pavmenc of premiuma and may be terminated as provided in the
plan dotuments. My empicves 19 heveby asthorized to withhold paycenzn from my wages, &9 agpropriate.

E-mail Address

of enrollment on the

Customear Servicge

reverse side of

Title pate __ /_/

healzh bensfits pian ia

Any pernon wha incsudea any fajse ar misfeading informacicn on an Enrolleocat/Change feguest {orm for a
subjece Lo criminal and civii pepajriea.



