BASE PLAN

UNITED CONCORDIA | ,
America's Premier Dental Insurer DENTAL ENROLLMENT FORM

e ALL sections of this form, For Enrollment Changes, please gomplete the applicable “Type of Activity”
fication humber and employee name in Section B and Section G for dependent changes.

For New Enrollment, please complet
change(s) in Section A along with the identi

2. TYPEOF ACTIVITY el

1. TYPE OF PROGRAM
O FFS

O Concordia Access

[ Concordia Cholce

[ Concordia Flex

C1 Concordia Preforred

[3 Concordla Select

3 Other
1 DHMO (Please Specify)

[ Concordia Plus

1 Other

a

{indemnity, Aclive PPO, Passive PPO - Plaase Specify) €

(x ]

New Enroliment
{Gancel Coverage
£ Cancel All Caverage {Employes & All Dependants)

£ Cancal Dependent(s) Only (List dependents to be cancelfed)
Change (Please Specify)

[3 Add Dependent {e.g., spouse, domestic pariner, child, elc.)
3 Change Address

3 Reinslate Coverage

i Change Name

I Change Group Number

[} Change Provider

¥ COBRA

3 Other

e R

—l /

2_. Qﬂginal Employment Bate (ma/ddfyyyy)

EMPLOYER INFORMATION

Emptoyer Name °

WASHINGTON COUNTY

Groupgmgiz- 2 2_@

Sub Group

maar, Aeie—n ————

UGGl Payroll Location

]

3. Employee Name (Last, First, Middle Inltial)

4. Date of Birth

5. Sex

7. Home Address

AT

1, ldentification Numbsr
[For exampie, Saciat Secufly Number)

City

6. Sex

B, Pravider Number
(DHMO Oniy)

Spouse/Domesic
Pariner

Dependent (A)

Dependent (B)

Dapendent (C)

Depandent {0)

O

Deperdent (€)

Insurance Company

Etfective Date {mm/fddiyyyy)

-

| represent that all information suppiied in this application s true
files an application for insurance containing any materiafly false info
fraudulent insurance actwhich isa crime. T s

X

o comact. Any person who knowingly, and with infent to defraud any insurance company or other person,

r?npa!ion orconceals, for the purpose of misleading, information concerning any fact material thareto, commitsa

X

Employes Signature

Date

Dale

Employer Signalure

5000 {07/05)

Phone Nuraber



