O DELTA DENTAL

Enroliment Application — Please type or print firmly Delia Dental Plan of California

EMPLOYEE STATUS

LAST NAME FIRST MIDDLE INITIAL SOCIAL SECURITY NUMBER [ certificated O Ful-Time
BIRTH DATE SCHOOCL BISTRICT NAME - .
o ves e O cClassified [ Retired
/ / [J Hourlysunion  [T] Part-Time
HIRE DATE DELTA GROUP NUMBER
MONTH DAY YEAR [[] salaried/Non-union
/ N/A
SEX MARITAL STATUS Does your spouse have If YES, who is covered? Do you have dependent children?
a dental plan?
O waLe [Jsnee ] oworcen ental plan [] voursers [ spouse [ ves [ ro
D eemace | O maemen [ seraraten Oves [no [} DEPENDENT GHILDREN
Mailing address Telephone ( )
City State & Zip

[] New enrofiment (all eligible dependents must be enrolled)

Effective
[X| Change to existing enroliment [ ] Add new dependent ] Delete dependent date of change / /
Month Day Year
Reason for change:
{ understand that | may be required by the employer to pay for these benefits.

[ coBRA Enrallment Qualifying COBRA event:

NOTE: If Dependent is enrolling under ] Termination |:| Divorced D Medicare Qualifying date

own Social Securlt-y numbel", the origi- [ Retirement ] widowed ] over-age

nal Enrollee's Social Security number o . dependent / /

must be supplied. [ Reduction in LI surviving Month Day Year

hours dependent L] Legal
- - separation
PRIOR SOCIAL SECURITY NUMBER UNDER DELTA D Other

Spouse’s Name Add/ |Sex | Birth Date Marriage/Divorce
FIAST MIDDLE INITIAL LAST (if ditferent) | Social Securily Number | Delete [M/F |Month Day Year | Month Day Year
/[ / [/
Child(ren)’'s Name(s} Add/ |Sex| Birth Dale W child is 19 o+ aver, check one:
FIRST MIDDLE INITIAL LAST (if differenty | Social Security Number | Delete [M/F [Month Day Year |Fullime Siudenl | Disabied
!/
/ /
i

1understand there is no contribution required by me for coverage of myself or my dependent(s).
{Exception - See COBRA)

| agree {0 continue membership in this program during employment and while the programisin
force and | agree to comply with the terms of the group contract.

ENROLLEE'S SIGNATURE DATE

Instructions; ENROLLEE — Return both copies of this form to your benefils office.
District to return original to ACSIG and keep copy.




