UNITED CONCORDIA
America's Premier Dental Insurer DENTAL ENROLLMENT FORM

For New Enrollment, please complete ALL sections of this form. For Enroliment 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.

3| Effective Date (mm/ddfyyyy)
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2. TYPE OF ACTIVITY

O FFs [0 Mew Enroliment SR s s :
{indemnily, Active PP, Passive PPO - Please Specify) 00 Cancel Coverage EMPLOYER INFORMATION
B Concordia Access O Cancef All Coverage (Emptoyee & All Dependents) Employer Name
O Concordia Choice O Cancel Dependent{s) Only (List dependents to be cancelled)
O Concordia Flex B  Change {Please Specify}
I Concordia Prefemed O Add Dependent {e.g., spouse, domestic parines, child, etc.) Group Number
O Concordia Select O Change Address
3 Other 0O Reinstate Coverage
O DHMO (Please Specify} [J Change Name Sub Group
O Concordia Plus 0 Change Group Number
B Cther 0 Change Provider N
O COBRA UCCI Payroll Location
O Other

3 i F N

1. Identification Number {For example, Social Security Number) 2. Original Employment Bate (mmiddfyyyy)

e — foo .} N
3. Employee Name (Last, First, Middle Initiaf) 4. Date of Birth 5. Sex 8. Provider Number {DHMO Only)
7. Home Address City State Zip Code

1. Identification Number . 3. Last Name 4. First Name 5 Ml 6. Sex | 7. Date of 8. Provider Numbey
(For example, Social Secudly Number) : Birth {DHMO Oniy)
Spouse/Domestic
— Parner
Dependent (A)
Dependent (B)

Depemtent (C)

Dependent (D)

Dependeht {E)
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Policy Haolder Insurance Company Policy/|dentification Number Effective Date {mmiddfyyyy)
—

| représent‘ihai allinformation supplied in this application is true and comact, Any person who knowingly, and with intent to defraud any insurance company or other person,
files an application for insurance containing any materially false information of conceals, for the purpose of misleading, information conceming any fact material thereto, commils a
fraudulentinsurance actwhich is a crime.

Employee Signalure Date

Employer Signature Phone Number Date
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