Employee Change Form for
Group BlueDental Choice and BlueDental Freedom

Florida Combined Life

@ Anlhdnpandent Ucanses uf th Biuo Crove and Blow Shivld Asselaion

. Mail to
. Membgrsh(ljp Service!
3060 Alpine Road, Mail Code AX-CO;

Alpine , SC 2922

Fax No. 803-264-784(

CHECK THOSE THAT APPLY AND COMPLETE THE LINES INDICATED: | FOR EMPLOYER USE: (Required Information)
Lines
[] Employee name change 1A, 1B, 2A, 19 GROUP NUMBER;
|| Employee social security correction 1A, 2A, 2B, 19
| Add spouse 1A, 2A, 3-19 GROUP NAME:
|| Add child(ren) 1A, 2A, 3-19
L_| Terminate spouse 1A, 2A, 3-5, 8, 17, 19 EFFECTIVE DATE:
|| Terminate child(ren) 1A, 2A, 3-5, 8, 17, 19
| | Terminate all coverage 1A, 2A, 3, 17,19 PLAN TYPE:
.| Address change 1A, 2A, 3,19
| | Other Dental Insurance 1A, 2A, 18, 19 REMARKS:
.| Other
1A | EMPLOYEE lLast Name  First Name Middle Initial 1B | Previous name (if this is a Name Change}
Soctal Security Number 2B | Correct Social Security Number
Street City State Zip Phone
APPRy:
4 67 8 gl10 (11| 12 13| 14 | 15 16
First Name, M.l Last Name
{Please provide information in = O
the corresponding numbered Marital 3 « | 81 BlueDental Care
spaces below.) . Status 3| & 6| B Facilty ID#
5| Relaton |L - > T 2=
oYou |= 28l L |El § P | &| Checkboxifa
Social Security Number (DP = B B|E =2 2 = = LR current patient
(Please provide in spaces Domestic % Bithdate |E| EO | § | 8 ‘g sudent | 5 | 2 (Select from
below) Parner) || mmiddiyyy [s1 5218513 & FI'/]S“? ic | 3 | provider directory)
Employee ]
4 Spouse or L]
N )
4 Child or Ojo(Ojojo] o |[O]g O
[T - [ [-T T [ ] [Jopchid
4 (IChild or OO (a|arg O (OO ]
| L I-1 T T-T T'T T [IOP Chid
4 [_IChild or 0 O OO d (g L]
| I J-T T T-T T [ T FloP chid
17 Reason: [ | Marriage [ |Divorce [ |Age Limit _[] Employment Termination [ JOther
18 Do you or any of your dependents have other Dental insurance under a group plan? [ Yes | ] No
If "Yes," complete the following sections:
Name of Person Group Plan Policy Number Insurance Company and Address
19 Membership granted to persons hereon shall be subject to all provisions and limitations of the group agreement. | am

Employee Signature

aware that a change in dependents may affect the amount deducted from any wages (if any) for Florida Combined Life
Dental Plan coverage, and | hereby authorize such a change.

Date Signed

50415-0209R-KTx

Copies to: Membership Services, Employer



