' S OPEIU Local 6 and Trial Court of MA

Health and Welfare Fand

Enrollment/Change Form
- COMPLETE AND RETURN TO YOUR PAYROLL COORDINATOR

DELTA DENTAL PPO PLUS PREMIER

Date of Hire: - Group Namber: 000674 Select Plan: —_(Optien 1)
Effective Date (Opfion 2 with Orthe}
of Ingurance: )
1. Last Neme (Bmpioyee): . | 2, First Name 3. Social Security Mo, | 4. Date of Birth | 5. Gender & Marita] Status
O Femalé £l Single
5 nale [ Married
. . s ‘| [ Divorced
§.-Home Address 7. City & State 9. Zip
Telephone Numbex: Email Address (optonal}:
t Home: . Celk: Work Location:
PLEASE LIST ALL ELIGIBLE DEPENDENTS COVERED UNDER YOTUR DENTAYL POLICY
10, First Name 11. Lasct Name 12, Date of 13 14, Check if
(If Different From Subscriber) Birth Bex Dependent is
(M/F) { Over I8 and 2
Full Time
Student (v)
Spounse :
Children
15, Reason for Submission: O Chanpe 6f Status O Birth
0 New Addition-Coverape Type: Exact date of Bvent: _ ( / £l Adoption
: Individual £l Bponse’s Employment Change
Family Change in Status Due to; [ Termination of Dependent
O Termioafien on: ! 0 Marriage — Formerly: {1 Divoreed
0 Anwual Open Enroliment {J Deceased
T Change of Name/Address
16, Coordination of Benefits: '
Are OYee or £} Axy other famity member coverzd by another dental plan? O Yas O Ne
If yes, please indicate name of zovered individirals: ‘ l




