PLEASE PRINT CLEARLY

ANTHEM BLUE CROSS AND BLUE SHIELD[GRGTR NANE
DENTAL ADMINISTRATION OFFICE
555 MIDDLE CREEK PARKWAY MS425 GROUP NUMBER :
COLORADO SERINGS. COLORADO 80921-3634 EA%IE%T;};E\%EE
DENTAL PLAN SELECTED (FOR GROUPS OFFERING MORE THAN  PLAN} k

Anthem Blue Cross and Blie Shield s the trade
name of Anthem Health Plans of Virginia, inc.

FWISH TO: [IENROLLU/NEW EIADD DEPENDENTS REMOVE DEPENDENTS [ ADDRESS CHANGE [CICOBRA

FIRST NAME AND 8.1, LAST NAME ' MALE FEMALE SOCIAL SECURITY NUMBER
! I - =

LADDRESS (GTREET DATE OF BIRTH

HO. DAY YEAR
lia% STATE 7P ConE DAYTIME PHONE NO. AR SRS

{ } I MARRIED | Sirg%[_g
JOBTITLE DATE OF EMPLOYMENT | # OF HOURS THAT TELEPHONE NUMBERS L1 DIVORCED
MO DAY YEAR | YOU WORK PER HOME WORK O SEPARATED MQ. DAY YEAR
WEEK

3 WIDOW (ER)

] £EMPLOYEE ONLY [j EMF’LOYEE AND ONE CHILD [ EMPLOYEE AND CH!LDHE?\E [0 EMPLOYEE AND SPOUSE [ EMPLOYEE AND FAMILY

RELATION o () Checki
Narme: {First. M.L. Lasl narme it difterent} {Spouse, son Social Birthdate | s over 23 included
List additional children on separate sheet and attach (o application, daughtar, Security Number tio E DayE Vi Eufitime Disapled ©0 laxretumn
stepson, gl Ustudent  before
; age 23
SELECT ONE e o
' Yes No|Yes No
CIADD / DELETEDS — : i v
. - ! [T |
- . i Yes NolYes No
CI1ADD / DELETEL — — . X Ooloo
CIADD ¢ DELETED - C Yr"_l" NDQ YE“ g}
- v
THADD FDELETED — . z ES DD Y;js i‘;]a
- , — . Yes Ma|Yes o
OaARD/DELETESD D e e ol -
: : O oo
I1ADD / DELETELD . Yas NolYes Mo

Ives [liNo

Are you, your spouse, or dependent child(ren; covered by any other dental plan that will remain in effect?
if yes, piease complete the foliowing:
Whorn does it cover?  You [ Your Spouse [ Your Children {71

Birthdate
Mo Day Y1 insurance Company
Name of Insured Name and Address
Folicy (or identification) Number Group Number

i and my agent {n‘ apphcabie) certtfy that  have reacl or have had read to me, the completed application {including the CERTIFICATION section), and ]
reatize that any false statement or mlsrepreseniatmn in the application may result in loss of coverage under the policy.

I understand that Anthem Blue Cross and Blue Shield may deny claims and void my coverage or may increase the premium charged to my employer if it
finds that | misrepresentad informalion on my application. When false or misleading information is discovered, Anthem may void my coverage without
advance notice and refund my ;Jremlum back 1o the effective dale shown on this application or may adjust the group’s premium retroactively to my effective
date shown on this application, if the discovery s made within two years after such effective date. Any claims paid during the pericds when the coverage
was nolin foree will be deducted from any premium refund. H the amount of benefits paid by Anthem exceeds the premium paid, 1 agree to refund any

excess amount to Anthem.

Empicyes Signature Daytime Phong Number Date

Agent/Broker Signature Dayiirme Phone Number Date
Your signature is required before coverage can become effective.



