
Employer Group Informatj.on
Group Name

- To be completed by Employer
Group Number

Enrollment/Change Request
Subtocation/Store f ocation

(A) T)4)e of Actiwity - To Be Completed by Enployer. Refe! tso irstructioas on back before completing this fom. print. clearly.
1. Enrollmst ( ) New Enrollee / Subscriber Effectsive Date / / Date of Hire / /

2- Change - Check all tbat appLy

( ) Add Spouse

( ) Add Domestic ParLner
( ) Add Dependent Child
( ) Name Change

( ) Change Plan
( ) other

Cowerage for:
Length of Continuation:
Date of Loss of Coverage

Billing:

(A)Add
(C)Change
(R)Remove

Emp10yee

Domestic Partner

(If CoVerage offered)

Spouse

Child

child

Child

Child

Date of Ewent Reason

( ) Enployee ( ) Dependent.s

( ) 12 months ( ) 18 months ( ) 29 months

( ) Remove spouse*
( ) Remove DomesE.ic ParEner*
( ) Remove Dependent Child*

3. Remove or Termj-nate - Check all that apply Effectiwe Date Reason

/  /

/  /

/  /

( ) Employee withdrawal/Termination _/ _/ _
NOTE: Employee must. be enrolled for spouse/dependents(s) to have

coverage.
*Please compleEe Add/Change/Remove and Nme colums in Sect.ion D.( ) Add/change offj-ce ID Nurnbers / /

4. ContinuatsioE of coverage, i.e. C-OBR.A, St.ate, tsotsal disability. Nots all opt.ions are awailable or applicable. Contact Etrployer for available options.

( ) Home

Date of Qualifying Event.

( ) Group

( ) 36 monrhs ( ) Total Disabilit.y* AEtach proof of total disabiliEy

Home Telephone

Apt#_
work Address

(B) Employee Inforution - CoDp1ete Sections (B-c)

Last name, First name, MI

E-mai-1 Address

Employer Name

social Security Number

Home Address city, state Zip Code

work Telephone
City′  state zip Code Date of Emplolment _/_/_tlours worked per week

(c) Plar option - Your sefection must be offered by your Employer check one: ( ) Delta Dental. Premiert ( ) Delta Dental PPO" ( ) Advantage Program

( ) Delta Denta1 PPO plus Premier ( ) Deltacare'
(!,tnltiwidur.cd.t!d-!iatshon}!ualea.tding/chdging/!ercwing

fu11 line polr-Eecordary or dis.bilily, )

LaSt Name
First Name, MI

Sex     Birthdate
M F     MM/DD/YYYY

social
security
Number

Other
Health
Coverage

Prewious Coverage
Check if Yes

/ /

/  /

/  /

ノ /

/  /

/  /

/  /

d o:ruxilurl

/



(E) other/Prewious Insurance

Is your spouse employed? ( ) Yes ( )No If "Yes", give name and address of your spouse's employer.

Health co€lage (sectton D), gire Dres & policy !u'be!r of inEurarce cdlIer, sno, If enrorled i, Medicare Parts A and/o!
and prowide the Medica.e rD*.

Ir "te8" to kevi6us c()wrase, identiry Ene6(6) of pelEonE, glve effecrtve nane or pEwious carrier rnd !,1!n Dunrber.

(E.) Dependent

Does any dependenl

InfomEio[
listed in Section D live at a different address than the Employee? ( ) Yes ( ) No rf "Yes", who and at what. address?

Explain the circumslances

If any dependent's lasL name differs from yours, explain the ci.rcumstances

Eproy, srsBtur. cancening the LEnetixa and Eefliceg prowided by or excluded @der rhis &Eeerenl, contacc a caEt@e, seNl.e

^gat 
at 1-saa-4s2-e31o b.tare sis-irg xhi. tm.

I represent that all the information suppJ-ied in Ehis applicaEion is
Ehe employee enrollment/change request. I authorize deduc!ions from

EmployeeSignature Required
(H) Etrployer Verificatsion
Employer Signature - Required

- To be Completed by Employer

lrue and complete.
my earnings for any

I hereby agree to the conditions of enrollment on the reverse side of
reguired conLribulions .

E-mail Addressoate _/ _/ _

Title Date   /  /

tcofrpleie rhe Employer Group Informarion in the upFr lef! corne! of Ehe form-
isec!ion A - lwe of Activity:check boxeB indicaring reason(6) for submitting application.
'complele seclion (H) - Emplowr verification (in ihe upper left corDer of the second page)of the fom-

.Ehployer nust complete this section for all neF enrollments, coverage chang€s and terminalionE.

.Ehployer nust 619n ard dale the E.rollnent/change Request in orde! for it to be processed.

hDlry.. - caDlGt. s.cttoar (!-c)
a.ctloa (!) - hlIq€ riloiltl@
. complete all information in order for you! applicarion ro be proceGsed-
s.ctlou (c) th! optloa!

check one Plan oprion box ( ) DelLa Denral Premier ( ) &]La Denral prc
I ) e1!a Denlal rcs ( ) &1!a En!a1 PPo Advantage Program ( ) &llacare
select only an oprion offred by your emploFr.

s.clld (D) - I6dw1du1r cov.rGd:
. Add/change/Remove - use'A','c-.or'R' ro indicare eqberher pu are adding,changing or removing

coverage fo! an individual .

. PrinE pur full name along wirh rhe nane(s) of your depe.denrs, it applicable. lndicare
sex,Birrbdate,and social security nu@er for each individual 1isled-

. rf a dependenr iE a fu]l-time poEt-€econdary s!uden!, you nuEt attach a current courEe sch€dule or a
lel!€r from the school or lt! rutbo!1!!d r.pr.!.at.tlw€ confirning fu11 time sEudent gtalus, Ii
dependent iB diBabled and being contiuned beyond rhe limiting age, attach proof of disibility.

. If you or your deFnd€nr(s) have other Heallh coverage, check of! lhe 'Yes'box(eE) and complete
secrion (F) - orher/Previous Insurance.

. Fron lhe appropriate provide! directory. locare rhe office rD numht for the dentiat (if applicable) -

Indicale offic€ ID nuder selecrion(s) on tbe tom.
g.ctioa (r) - Pfc-lrl.tlag c6dt16a gtrtGot
. complele this 6eclion for all new enroltment8. ExcepEion6: Fo! snall Employer croup coverage, Ehts

Eection must b€ compleled only by personE enrolling in lhe group coverage in a group of 2-5 employees
and by late enllants.

s.c!t6 (!) - otbG!/P!.v1oqa l!!uuc.
. cofrplere thi6 secrion for alt ner enrollsenr8 or coverage changes. corerage include8 gloup coverage,

governnenlal coverage, a church plan or xedicare.

a.ctloa (c) - rD.Dd.!t Iatoartloa
. cosplele lhis secrion for all new enrollments or covelage changes.
s.ctioo (E) - &ploy.. s1gnrtur.:
. cohplele lhis Eecrion for all nee enrollmenlE, cowerage changeE and teminalions.
. Enployee mu8t sign and date the Enlotlment/change Re@esr Forn in order for it ro be processed.
a.ctld (t) - hDlry.r v.rMc.tloD
. EmploFr husr compleEe this section for all new enrollneDig, coverage changes and leminarionB.
. EsploFr muEt sign and date the Enrollmen!/change Re+est Fom in order tor ir ro be processed.
cddt6. ot &rolh.at

^IryUc.tloD 
&bwl.dFclt aid rgr.oGdts

1. on behalf of nyself and rhe dependenls liEled on rhe reverae side I agree !o or with rhe followlng,
a)l aulhorize the sources BraEed belou io give klra &ntal of New Jersey, Inc. or any conEumer reporring
agency acling on i!6 Ehalf, inforfralion about me and ny hinor childern, if applying for cowerage. such
infomalion will perlain ro emploren!, olher h€alth coverage, and nedical advice. trealeent or supplies
for any phy6ical or medical condition. Authorization any phygician o! medica] plotes6ional, any
hospilal, clinic or olher nedical care in6Eiturion,. any carrier, any consurer reporting agef,cy; any
ehploFr.
b) I undersland ihat i nay revoke rhi6 aurhorization at any !ihe. I agree lhar such revocaEion will noi
afect any actioD ehich ft1ta Denla1 of New Jelsey, tnc. ha6 raken in reliance o. lhe aulhorizalion. I
undersland lhis aulhorizarion will no! be valid after 30 monlhE, if nor revoked earlier.
c) I kno' lhat I have a right ro receive a copy of the aurhorization if I rewesr one.
d) I agree that a photocopy of thiE aurholization is as walid aB ihe original.

2. I acknowledge by enrolling in a klEa ental of New Jersey, lnc. plan o! gloup policy coverage iE provided
by Elra enral ot Ner Jersey, Inc. in accoldance Eith the contlac!.

3. Enrollhent ot mygelf and of the li6Eed deFndent8 into che ptan is effeciive on acceptance by Elta knral
of Ner Jer8ey, Inc.

4. cowetage and benefil8 are contingent on tlmely paFent of premiumB and may be t€minared as provided in rhe
plan documenEs. fly enplowr 1B hereby aurhorized to sithhold paFenl8 from my rages. aE appropriare.

Ilrt.pr.r@t.t1o!
s. any person who includes any fal8e or hisleading informarion on an Enrollnent/change Re$est fom for a

health bene!its plan i€ subject to crininal and civil penalcie8.

CC 07/09


