	Check One:    FORMCHECKBOX 
  INITIAL ENROLLMENT

                        FORMCHECKBOX 
  CHANGE (See below)*

                        FORMCHECKBOX 
  DISENROLLMENT

(Complete all areas, sign & date)

	FOR 

GROUP USE ONLY
	GROUP NO.  ____________________

EFFECTIVE DATE  _______________

	APPLICANT (Please Print)      LAST                                                        FIRST                                 MIDDLE

                                                                                                                               
	SEX:

                            FORMCHECKBOX 
 Male            FORMCHECKBOX 
 Female

	HOME  ADDRESS                    STREET

                                    
	DATE OF BIRTH

                        

	CITY                                                                                                                            STATE                      ZIP

                                                                                                        
	SOCIAL SECURITY NO.

                         

	EMPLOYER

            
	DATE OF HIRE

          
	DO YOU WISH TO COVER

ELIGIBLE SPOUSE/CHILDREN?    FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

	ADDRESS                                 STREET

            
	NAME OF SPOUSE (If Coverage Desired)

          
	DATE OF BIRTH

      
	SEX (M, F)

      

	CITY                                                                              STATE              ZIP

                                                                   
	LIST OTHER COVERED PERSONS, IF ANY 

1)       
	      
	      

	IS YOUR SPOUSE EMPLOYED?

                                                                   FORMCHECKBOX 
 YES                 FORMCHECKBOX 
 NO
	2)       
	      
	      

	DENTAL PROVIDER NUMBER # and NAME 

                               
	3)       
	      
	      

	            
	4)       
	      
	      

	HOME PHONE NUMBER

                                         (     )      -     
	5)       
	      
	      


I hereby make application for the Dental Coverage now being offered to the group, through which I am enrolling to the extent I have indicated above, and I understand and agree that:

           The Dental Coverage applied for shall not be issued or in force unless this application is accepted by Community Dental Services.

           All the information given in the application is complete and true to the best of my knowledge, and Community Dental Services believing it to be true shall rely and act upon it accordingly.

I also authorize my employer/group to deduct from my pay and remit the prevailing fee that may be required for the cost of said coverage.  This authorization is to remain in effect until you are notified by me or my employers group in writing to the contrary.


 DATE (MM/DD/YY)_____________________      SIGNATURE OF _________________________________________________
*Change to Previous Enrollment Application (Check all that apply)                    Transfer Providers:

	 FORMCHECKBOX 
 MARRIAGE                     FORMCHECKBOX 
 DIVORCE

 FORMCHECKBOX 
 WIDOWED                      FORMCHECKBOX 
 BIRTH/ADOPTION

 FORMCHECKBOX 
 ADD DEPENDENT         FORMCHECKBOX 
 DELETE DEPENDENT

 FORMCHECKBOX 
 ADDRESS CHANGE 
	
	 FORMCHECKBOX 
 NEW LOCATION/MOVED   FORMCHECKBOX 
 DOCTOR OR MGR REQUEST

 FORMCHECKBOX 
 FOLLOWED PROVIDER     FORMCHECKBOX 
 UNHAPPY WITH TX/DOCTOR

 FORMCHECKBOX 
 APPT AVAILABILITY ISSUE

 FORMCHECKBOX 
 UNHAPPY WITH STAFF OR OTHER OPERATIONAL ISSUE


           
CDS


COMMUNITY





D  E  N  T  A  L





S E R V I C E S











