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DENTAL ENROLL/CHANGE FORM
 FORMCHECKBOX 
 Enroll
 FORMCHECKBOX 
 Change
 FORMCHECKBOX 
 Terminate
Campus Location: 





(ENTIRE FORM MUST BE COMPLETED)

PART A: EMPLOYEE/SUBSCRIBER INFORMATION:

LAST NAME __________________________________FIRST________________________INITIAL____DOB____/____/____










               
                                   Mo       Day         Year

HOME ADDRESS_______________________________________ APT#_____PHONE NUMBER (      )__________________     

CITY_______________________________________________STATE_________________ZIP________________-_________

SOCIAL SECURITY NUMBER_____________________________________________________HIRE DATE____/____/____








                                                                                                  Mo       Day         Year

              

MARITAL STATUS:  SINGLE  FORMCHECKBOX 
   MARRIED  FORMCHECKBOX 
   



 SEX:  MALE  FORMCHECKBOX 
   FEMALE   FORMCHECKBOX 
   

PART B: DEPENDENT INFORMATION:  Only fill in if electing dependent enrollment.
	Add
	Delete
	Last Name
	First Name
	MI
	SSN
	DOB
	Sex (M/F)
	Other Coverage? (Y/N)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 
	 
	 
	 
	 
	 
	 


PART C: EMPLOYEE AUTHORIZATION: Coverage subject to acceptance of enrollment application.

Arkansas Blue Cross Blue Shield – Dental Blue



Employee Signature:________________________________________ Date:_________________









(Mo/Day/Year)

	PART D: TO BE COMPLETED BY ASU:


	Requested Effective Date: 




HR Representative:






[image: image1.emf] 

[image: image2.emf] 


�


447 Southwest Drive


Jonesboro, AR 72401


(800) 382-3219





Low Option – 12 month Pay


	(  Employee Only	$26.90


	(  Employee + One	$54.00


	(  Full Family	$79.80





High Option – 12 month Pay


	(  Employee Only	$  39.58


(  Employee + One	$  82.72


	(  Full Family	$124.12





High Option – 9 month Pay


	(  Employee Only	$  52.78


(  Employee + One	$110.30


	(  Full Family	$165.50





Low Option – 9 month Pay


	(  Employee Only	$  35.87


	(  Employee + One	$  72.00


	(  Full Family	$106.40








Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.


