
Reason for submiTting this form

 NEW ENROLLEE	  REHIRE (Date:  ___________________)

IF THIS IS FOR CHANGE, What is the reason?

	 Birth/Adoption (Name:______________________________)	 _______________

	 Marriage/    Divorce	 _______________

	 Add/     DROP Dependent  (name: _____________________)	 _______________

	 TERMINATION OF BENEFITS (Reason: _____________________)	 _______________

	 LOSS OF DENTAL BENEFITS	 _______________

	 NAME CHANGE (Former Name: ___________________________)	 _______________

	 Address Change	_______________

	 GROUP TRANSFER (From ______________ to _______________)	 _______________

	 COBRA APPLICATION	 _______________

EMPLOYEE’S LAST NAME	FI RST	M .I.	SO CIAL SECURITY NO.	 DATE	MO	  DAY	 YR	SE X
				OF					       
				BI    RTH

Home Address - street	 CITY	S TATE	 ZIP

EMPLOYER NAME and location (CITY & STATE)	 Date	M o	d ay	 YR
	 of
	HI RE

PLAN(S) YOU WISH TO ENROLL IN (NOTE: YOU MAY ENROLL DEPENDENTS ONLY IN PLANS THAT YOU ENROLL IN)

 DENTAL         VISION - MATERIALS-ONLY PLAN        VISION - FULL PLAN  

list all eligible family members to be covered	 relationship	 date of birth

	 LAST NAME (if different)	 FIRST	 M.I.	 son	dau .	 MO	 DAY	 YR

 DENTAL	  VISION	
SPOUSE

 DENTAL	  VISION 	

 DENTAL 	  VISION 

 DENTAL	  VISION 

 DENTAL 	  VISION 

 DENTAL 	  VISION 

ENROLLMENT/CHANGE/WAIVER FORM
For Dental and/or Vision Coverage

 F   M

DATE 
OCCURRED

What type of Dental coverage are you applying for?

 Employee only       Employee & SPOUSE       Employee & ONE CHILD          

 Employee & CHILDREN       Entire family     NONE (See Below) 

What type of VISION Coverage are you applying for?

 Employee only       Employee & SPOUSE       Employee & ONE CHILD          

 Employee & CHILDREN       Entire family     NONE (See Below) 

 YOUR MARITAL STATUS           SINGLE    Married 

If you are not accepting DENTAL coverage for your spouse or depen-

dents, are they covered by another dental plan?            YES    NO

If you are not accepting VISION coverage for your spouse or depen-

dents, are they covered by another VISION plan?            YES    NO

EMPLOYER USE ONLY

DENTAL Group Number     ______________      ______________     ______________     ______________     EFFECTIVe Date    _______________

VISION Group Number     ______________      ______________     ______________     ______________     EFFECTIVe Date    _______________

 Accept Coverage    
Signature is Required	 DATE
X

COMPLETE THIS SECTION IF YOU ARE ACCEPTING, Changing or terminating COVERAGE 

EMPLOYEE’S LAST NAME	FI RST	M .I.	

Signature is Required	 DATE

     
X

Employer Name and Location

COMPLETE THIS SECTION ONLY IF YOU ARE WAIVING COVERAGE 

2/2007

Social Security Number

 Waive Dental	  Waive Vision
Please check one:	 Please check one:

 I Have DENTAL coverage 	  I Have vision coverage 		
	t hrough my spouse		t  hrough my spouse

 I Have other dental coverage 	  I Have other vision coverage

 I DO NOT Have other	  I DO NOT Have other
	d ental coverage 		  vision coverage



Acceptance of Coverage
I accept the insurance provided by my employer’s group insurance plan. I authorize deductions from my earnings for the required contribu-
tions toward the cost of insurance. (This authorization applies only if employee contributions are required.) I understand that by accepting 
insurance, I am required to remain enrolled as a covered employee and cannot make an elective change in the coverage selected until the 
next open enrollment period, if there is one provided for in the Master Agreement to Provide Dental/Vision Benefits.

Waiver of Coverage
I understand that if I decide not to apply for coverage, or if I apply only for single coverage even though I am eligible for family coverage, any 
subsequent application will be subject to the applicable terms and conditions of the Master Agreement to Provide Dental/Vision Benefits, 
which may require additional limitations and waiting periods. I also understand that Delta Dental of Wisconsin, Inc. and its subsidiaries 
reserve the right to reject such an application.


