PIIYD

PINID

PIMD

PIYD

asnodg

T (pasayyo 23esvs00 jy)
Joune g ansswo g

SHAX JIHOYY
23e19407) snoraazg

[omaesip jo jood yoeny Judprus £1epuoss-1sod sum-fng Jr Jjoozd yoeny]

areped [ ] weiGorg oBviueapy seipq [ ] paudpaIgeIpQ/3vmwaIgedq [ ] wondg paayageIpq [ ]

{29 19d pazzom smopy

apo) diz

= v9hordwyg
agexanon JaquunpN aaowa(y)
wiesy fmnodg  xxxX/aA/Ww = I ‘QweN 3531 23uey(D)
Yo [e100g AepyIIg Xag Quiep] 3587 pp(V)
“UIIPIY [EUORIPPE IS 03 3199Ys YoENY ‘29e10400 Furaowaz /3uiBueyd /Suippe a1¢ nok WOYAM 05 S[ENPIAIPUL 1SIT — PIIIA0Y) S[ENpLAIpUY [al
uEESha:vQV\:"uco 329yD 3akordwy 3nok £q pasago aq 3snw uopnadRs Inox — uondQ uepg D]
avswfodwyg jo g apo) diz =g ‘1
SS2IPPY Y10 suoydsa 1, o4, aweN safordwgy
g “farn oN 1dy SSOIPPY SWOL]

$SOIpPY [1ew-g

suoydao ] swoyy Taquinp £1Indag eog TN OWeU ISTL] ‘Quwey Jsey

[9-g] suonsag m0dwoy) — uonewsojuy saKordwgy [g]

dnoig [ ] awoy [ ] Sumig

S Auaag Jurfynend) yo A ) 319400 30 5507 JO MY

fmqesip 1e03 jo jooad Yoeny 4amqusiq oy [ ) sow g¢ [ ] sow gz [ ] sowgy [ ] sowgy [ ] ‘uopenuRuo) jo luag

"0 UORIIS T SUUM{OD amoN] Ut anouy /35ung?) [pppr 919]dwios 9SEI[(J 4

*28¢10400 248y 01 (shuspuadap /asnods 10 pajjorus aq Isnw sakordwyy FION

———

———

uosEdY AL 9ANIYIF

siuspuadacy [ ]

2afopdwz [ ] 110 23¢19407)
‘suondo a|qe[reas 305 30korduy 1oe3u0n) "21qeandde 3o aqqeqieae a3e suondo e j0p *Liiqesip g1

‘21838 ‘YIEOD 91 “9Fe10407) Jo uonENUNUOY) *f

/e sPQuInN [ 22430 »8ueyd/ppy [ ]

e g [ )

A e[ 98uey) [ ]

uoneuuIa T /[eaeIpry 29fopdwsgy [ ] T/ 23ueyy swepny [ )
*PIYD 3uspuadaq aaoway [ ] /I PO 3uapuadaq ppy [ ]
+12UIIEJ oNsowo ] 2a0way [ ] I Ay e Tue onsowo ppy [ )
x9snodg anoway [ ] T asnodg ppy [ ]

A1dde yeys e spayy — 9IBUIUIIIT, 3O JAOWIY ‘¢ uoseay AT JO k(] Ardde seys e sppayy — adueyy 'z
T/ /T ampyjo aeq T/ /T areq AN Jaquosqng /avqozug man [ ] judwmoIuy ‘T

*Apeapo Jupg *unioy sty Supardwos 930j2q 3deq U0 suondnNsU} 03 3950y “Jokorduwy Lq pa[dwo) ag o, - Ayanoy jo adAy, vl

/ '000=CS 1T JoS3Ta
UOREI0[ 21015 /uoRE0[qNg uun_:SZ:ouO oEaZm:.O

3ofordwy £q parajdwod aq o, — uonewiojuy dnoig sofojdwgy
1sanbayy a8ueyy /3uswroug

U -kumhu—\guz MO _._u_n— _NuCuQ Nu—ua

JAVLN3Ia vi1aa



[E] Other/Previous Insurance

Is your spouse employed? [ 1YES [ I1NO

If “Yes”, give name and address of your spouse’s employer.

If “Yes” to Other Health Coverage (Scction D), give names & policy numbers of insurance carrier, HMO, or other source. If enrolled in Medicare Patts A and/or B, identify the coverage and provide the Medicare ID #.

If“Yes” to Previous Coverage, identify name(s) of persons,

give effective date and date coverage terminated, name of previous carrier and plan number.

[F] Dependent Information

Docs any dependent listed in Section D live at a different address than the Employee? [ ]Yes [ ]No If “Yes”, who and at what address?

Explain the circumstances

If any dependent’s last name differs from yours, explain the circumstances. '

(Gl

1 represent that all the information supplied in this application is true and complete.
my earnings for any required contributions.

Employec Signature — Required

Date__/___[___

Employee Signature If you have questions concerning the benefits and services provided by or excluded under this Agreement, contact a Customer Service Agent at 1-800-452-9310 before signing this form.

T hereby agree to the conditions of enrollment on the reverse side of the employee copy of this enrollment/change request. I authorize deductions from

E-mail Address

Date __/__ [/

[H] Employer <nnmmnnao=”l To be Completed by Employer

Employer Signature ~ Required Title
Instructions

Employer

* Complete the Employer Group information in the upper left cotner of the form.

* Section A - Type of Activity: Check boxes i g (s) for submitting applicati

* Complete Section [I] -~ Employer Verification [in the uppee left corner of the second page] of the form.
* Employer must complete this section for all new ensollments, coverage changes and terminations.
* Employer must sign and date the Entollment/Change Request in order for it to be processed.

Employcc — Complete Scctions [B-G]
Section [B] — Employce Information:

Complete all information in order for your application to be processed. 5
Scction [C]~ Plan Option:

Check one Plan Option box [ ] DeltaPremier [ ] DeltaPreferred Option [ ] DeltaPremiec/DeltaPreferred
[ ]Delta’s Advantage Program [ ] DeltaCare

[ Sclect only an option offered by your employer. '
Section (D] - Individuals Covered:

. Add/Change/Remove - Use “A”, “C”, or “R” to indicate whether you are adding, changing or removing cov
] Print your full name along with the name(s) of your dependents, if applicable. Indicate Sex,
cach individual listed.

. Ifa dependent is a full-time ¢ lary student, you must attach a current course schedule or a letter (rom the school *or its

fiarleed Ive* confirming follt

[ g student status. If dependent is disabled and being continued beyond the miting
age, attach proof of disability.

If you or your dependeni(s) have other Health coverage, check off the “Yes"
Insurance, |

erage for an individual.
Birthdate, and Social Security number for

box(es) and complete Scction [F] ~ Other/Previous

From the appropriate provider ditectory, locate the office ID number for the dentist (if applicable). Indicate office ID number
sclection(s) on the form.

Scction [E] = Pre-Exl| Conditions Stater

C Complete this section for all new enrollments. Exceptions: For Small Employer Group co!
by petsons enrolling in group coverage in a group of 2~ 5 employees and by late entrants.

Section [F] Other / Previous Insutance |

Complete this section for all new enrollments or coverage changes. Coverage includes group age, g 1 rage, a
church plan or Medicare.

verage, this section must be completed only

Section [G] = Dependent Information

Complete this section for all new enzollments or coverage changes.
Section [H] = Employce Signature:
. Complete this section for all new entollments, coverage changes and terminations.

Employce must sign and date the Enrollment/Change Request Form in order for it to be processed.
Section [I] ~ Employer Verification:

Employer must complete this section for all new enrollments, coverage changes and terminations.
Employer must sign and date the Enrollment/Change Request Form in order for it to be processed.
Conditions of Enrollment

Annll Acl ted
PF

1.

g and Ag

On behalf of myself and the dependents listed on the reverse side I ageee to or with the following:

#) I authorize the sources stated below to give to Delta Dental of New Jersey, Inc., or any consumer reporting agency acting on its
behalf, information about me and my minor children, if applying for coverage. Such information will pert

health coverage, and medical advice, treatment or supplics for any physical or mental condition. Authorized sources are any phy
or medical professional; any hospital, clinic ot other medical care institution; any carticr; any consumer reporting agency; any
employer.

b) Tunderstand that [ may revoke this authorization at any time. I agree that such revocation will not affect any action which Delta
Dental of New Jersey, Inc has taken in reliance on the authorization. I und d this auth will not be valid after 30 months,
if not revoked eatlicr.

©) I know that I have a right to receive a copy of the authorization if T request one.

d) I agree that a pliotocopy of this authorization is as valid as the original.

to employment, other

2. T'acknowledge by entolling in a Delta Dental of New Jersey, Inc. plan or group policy coverage is provided by Delta Dental of New
Jersey, Inc. in accordance with the contract.

3. Enrollment of myself and of the listed dependents into the plan is effective on acceptance by Delta Dental of New Jersey, Inc.

4. Coverage and benefits are ingent on timely payment of premiums and may be inated as provided in the plan documents. My
employer is hereby authorized to withhold payments from my wages, as appropriate.

Mistepresentation

5. Any person who includes any false or misleading infc ion on an Enroll

/Change Request Form for a health benefits plan is
subject to criminal and civil penalties.



