UNITED CONCORDIA
America's Premier Dental Insurer DENTAL ENRCLLMENT FORM

For New Enrollment, please complete ALL sections of this form. For Enrollment Changes, please complete the applicable “Type of Activity”
change(s) in Section A along with the identification number and employee name in Section B and Section C for dependent changes.

R R R e F ey i |Effective Date (mm/fddf
SECTION A: GENERAL INFORMATION 1 (mredlyys)
1. TYPE OF PROGRAM 2. TYPE OF ACTIVITY SECTIONE: .~ .
O FES 00 Mew Enrollment FOR EMPLOYER USE ONLY
(Indemnily, Active PPO, Passive PPO - Please Specify} 00  Cancel Coverage EMPLOYER INFORMATION
3 Concordia Access [ Cancel All Caverage (Employee & All Dependents) Employer Name
3 Concordia Cheice [3 Cancel Dependent{s) Only (List dependents to be cancelled)
O Concerdia Flex 4 Change (Please Specify) WASH[NGTON COUNTY
& Concordia Preferred L1 Add Dependent {e.g.. spouse, domestic partner, child, ele}  {Group Number
B3 Concerdia Salect O Change Address
£ Other O Reinstate Coverage
B DHMO {Please Specify) 00 Change Name Sub Group
B3 Concordia Plus 9 Change Group Number
£ Other O Change Provider
O COBRA UGC! Payroll Location
0 Cther
SECTION B: EMPLOYEE INFORMATION - Please print clearly to expedte your request, -
1. identification Number (For example, Social Security Number) 2. Original Employment Date (mm/dd/yyyy)
e - e
3. Employee Name {Last, First, Middle Initial) 4. Date of Birth 5. Sex 8. Provider Number (DHMO Only)
7. Home Address City State Zip Code

SECTION C DEPENDENT INFORMAT]ON ‘Please hst the addedlcancelled dependents in this secilon ‘For more ihan ﬁve dependent ch[Edren i
qo__mplete and ‘atiach an addmonai form.: il depen{ient children listed in this 'section are disabliad or full-ime students age 19 or over, piease _see

ynu;r group ad mlmstrator for a, Dependant Cemﬁcatzon Form whlch shou[d be completed and fetumed -with the Dental EnmIEment Form

1. [dentification Number 2. Type 3. Last Name 4, First Name 5. MI B. Sex | 7. Date of 8, Provider Number
{For example, Social Securly Number} Birth {DHMO Only)
Spouse/Domestic
Partner

Dependent (A)

Dependent (B)

Dependent (C)

Dependent {D}

Dependent (E)

SECTION D OTHER DENTAL COVERAGE Do you oryoardependeni( )haﬁe other Group Dental Coverage? YesTINo O
lfyouranswer is yes please complete the followmg information. - R

Policy Holder Insurance Company Policy/ldentification Number Effective Date (mmfddiyyyy)
/

I represent that all information supplied in this application is true and correct. Any person who knowingly, and with intent to defraud any insurance company or other person,
files an appiication for insurance containing any materially false information or conceals, for the purpose of misleading, information congerning any fact material ihereto, commits a

fraudulentinsurance actwhichis a arime.

v v

Employee Signalure Date

Employer Signature Phone Number Date

5000 (07/05)



