Dl Dandad Plan of Maine
Defta Dental Plan of New Hampshira
Dalla Degnsal Plan of Varmond

ENROLLMENT / CHANGE FORM

PLEASE TYPE OR PRINT LEGIBLY — N BLLIE OR BLACK IMK OHLY
AS YOUR ID CARD IS GEMERATED FROM THIS FORM

-RIBER INFORMATION - To be complatad by | mplayee
LAST HAME [SUBSCRIBER) FIRST NAME

GQENDER | DATE OF BIRTH (WMDY VYY)

SOCIAL SECURITY J1.D. ¥

i —

MAILING ADDRESS CITY STATE | TIF TELEPHONE MO,
( )

MARITAL STATUS Oamce  Osspmen  Dovoscer Dwioowes O Other

2. GROUFP INFREMATION - Ta be complaeted by Emp |_'.-:.--':r.l mployes

GROUP NAME

MAINE ASSOCIATION OF RETIREES

: 280 MAINE AVEMLIE e DEMTAL EFFECTIVE DATE
T FARMINGDALE, ME 04344 "

OROUP # 6125-1000

MISC. INFO [Le. STORE LOC) 'LOYEE DATE OF REHIRE

1-B00-535-0355
%3, REASON FOR SUBMISSION - Check all appropriatle boxes
EXACT DATE OF STATUS CHANGE: MISCELLANEOUS CHANGE:
ADD: DELETE; O Name change — Previous nama:
D) New Enroliment O Annual Open Enroliment E Lf'd"ﬁf“’ g::‘ sublacation
O Annwal Open Enroliment O Spouse's employmant change Or IFE:E I'-urlll?'?ﬁma Studend
O COBRA Due to: O Ful-time to part-time status p e
O Marriage O Divorce Other
Ogirth [ Age Two O Deceased COVERAGE LEVEL REQUESTED:
O Adoption* [ Mo longer dependent for IRS purposes L] Employee {only) O EmployeeiChildren
O Spouse's employment change [ Mo longer a full-ime student O Employes/Spouse O EmployesFamily
O Part-timea to full-time states O Retirarmant O EmployeaChid O Other

CHECK IF DEPFEMDERT CHECK IF
LAST HANE [IF INFFERENT FIRST NAME ODATE OF BIRTH | GEMDER| SRELATHMN TO A 15 OVER 13 AND & GEPEHGENT I8
FROM BUBSCRIBER) o - B Y MIF BUASCREER OELETE FULL-THAE STUDERT | INCARACITATED

*MOTE: Legal documantation is requirad.

5 OTHER GROUP COVERAGE ([COORDINATION OF BENEFITS)

Will you, your spause, or any dapendent be coverad under any ofhar group dendel olan while this policy is In effect?  [] vYes [ No
Will this dendsl coverage raplace anolher Norlheas) Daelia Dental Plan? 1 ves ] Mo

if yos to elther question, complate the following:

DENTAL INSURAMCE COMPANY POLICY HOLDER ID 8 ] EOCIAL EECURITY # EFFECTIVE DATE

DEMTAL INSURANCE COMPANY POLICY HOLDER ID@ 1 SOCIAL SECURITY # EFFECTIVE DATE

I cartify thal afl information is tnse and correct 1o fhe best of my knowledge. | undarstand that by nof choosing a network dentis? for mysed of any family member, |
may be responsitie for higher cut-of-pooket expenses. | also undarstard thal the effectya dete and terminasion data of my membership will be gatarmined by my
amployer ar plan sponsor in sccordance with the undarwriting guideines of Norlhaas? Delta Dental. I my employer or plan spensor requines ampioges contribubons
for this coverage, | authorize the deductions of these amounts from my wages, [ further aulhodize my employer or plan sponsar ko deduecl any dantal premium
which is owed by me a8 of the dale my application s approved. | undarstand that my dependents and | muwst remain arvolled snd can discontinus aur covarade
onhy chaing open enfolimant, easept in the event of & qualifiad family stalus chandga

SIGMATURE - - DATE -
‘White Copy - NORTHEAST DELTA DENTAL Canary Copy - EMPLOYER Foaw. OTURT




