CARE_PLUS DENTAL PLANS, INC.
Coverage Staius Change Form

Employee

Social Security #

Name Change

From

New Address

To

Single to Family

ADD:Spouse i:_—_ ADD:Dependents
Name Name
Date .of Marriage Birthdate Sex MorF
Birthdate Social Security #
‘Maiden Name
Social Security # Name
Employer Birthdate Sex

MorF

Social Security #

1S ANYONE NAMED ONTHIS FORM COVERED BY

ANOTHER GROUP DENTAL INSURANCE PLAN?

todiyes | NO

NAME OF PCLICYHOLDER -

POLICYHCLDER'S EMPLOYER

|
llFYES,
‘i
|

i NAME OF INSURANCE COMPANY

POLICYHCLDER'S IDENTIFICATION NUMBER

Family to Single

E DELETE:Spouse
Name

D DELETE:Dependent
Name

Reason

‘Reason

‘Terminate Coverage

Lay Off

Death

Left Employment
Retire

Open Enroliment Drop’

Reinstate Coverage

r_l Retumn to Wark
Cobra

> L

i

i INSURED'S SIGNATURE

DATE SIGNED

FOR EMPLOYER USE ONLY

Employer

Depariment

Effective Date

Employer Representative




