
Cigna Dental Enrollment Form 
Retirees Association: Complete Section A 

Retiree: Complete Sections 8, C & D 

A D OPEN ENROLL □ c .. NGE 

I
EFFECTIVE DATE OF ADD/CHANGE/ 
CAHCl:UAtlON CMMIDDICCYY) 

0 NEW ENROLL O REINSTATE 

Insured and/or Administered by 
Cigna Health and Life Insurance Company 

,.,.,. 

::f{.:. 
Cigna. 

Please print and thank you/or providing this information 

EMPLOYER NAIIE E•LOYER ADDRESS 

LOCAL IDD RETIREES ASSOCIATION 195 MONTAGUE STC 3RD Fll BROOKL YNI NY 11201 

CIGfllA ACCOi.tT NO. 
, 

DMSIONIIIRANCH/LOCA llON/ClASS DATE OF .. RE fMIIIDDICCYY] 
I 

NEnl'IIORK ID BRANCH CODE 

I
CDH GROUP NO. 

I 
DENTAL BENERT OPTION 

B 

C 

D 

TYPE OF CHANGE: 0 Add Dependent(•) Date: 0 Addnt•• Change 
. □ Cancel RETIREE Last Date r:A Coverai,i: 0 Tran1r.rto COBRA 

D Cancel Dependent(1) • Last Date of Coverage: O 18 mos. 0 29mos. 0 36mos. 
Reason for Canoellation: 0 Leave employment 

0 Transfer out or Cigna Dental Care area 0 Other

• Llat Na1M9 In Section c 
0 Transfer to another plan 

RE"mEE NAME (Last) (First) (M./.) SOCIAL SECURITY NO -. 

I l I I I I I 
RETIREE DATE OF BIRTH I

�
MEPH

� (MM/DDICCYY) 
I CELL PHONE 

( ) 

; I HOME �-MAIL ADDRESS RETREE IDENTlFICATlON NUMBER 

ADDRESS ($:reel) /Cty) 1 
I 

\NHAT IS YOUR PRIMARY LANGUAGE? /optional) 

I 
DO YOU HAVE A DISABILITY AFFECTING YOUR ABILITY TO COMMUNICATE OR READ? 
(oplion� 

0 Yes O No I 
SELECT PLAN 

C.�1oos0
·rr,1µ

/State) (Zip Code) -

I 
B DHMO (Dental Care) 0 Cigna Dental EPO 

_Qgna Dentciil PPO D Cigna Traditional 

I 

7 

1 WOULD UKl:COVEAAGE FOR IIE ANO IIY DePEND�TS. DEPENDEHT DATE OF FULL-TlllE DENTAL OFRCE SELECTION START Dit. TE OF CONTINUOUS 
�--,,-----,....., SOCIAL BIRTH GENDER STUDENT? flbr � Dental C- onlyJ DENTAL COVERAGE 

SECURITY NO. (for Cigna o.ntaJ PPO onlyJ 
l.atNaM First .... a1. 11111 DD a;yy YH No (Mon/h, Day. Year) 

RETIREE OM 1S1 Choice-

I I OF 2nd Choice· 
Spouse OM 1s1 Choice. 

I I OF 2ndC�ce-
Dependent Retationslip OM 

□ □ 
1st Choice-

I I OF 2nd Choice. 
Depend_ent Relationship 

I OM □ □ 
1s1 Choice. 

I I OF 2nd Choice• 
Dependent Relationship 

I OM 
□ □ 

1 st C"9lce • 

I I OF 2nd Choice- I 
Proof of student or handicapped status for overage dependents may be required 
The original effective date must be completed for each member in order for continuous coverage credit to be applied toward waiting period. 

SIGNATURE• The information provided above is true and correct to the best of my knowledge, and I accept the provisions on the reverse side of this form which I have read and understand 
RETIREE'S SIGNATURE I DATE 

NOTE: Not all products are available for all clients or all states. Check your enrollment materials carefully to see what is offered for your group. 

DISTRIBUTION: White - Cigna Canary - Member Pink - Employer 

I I 

re-
-} 

□Add 

Ocancel 

10Aoo 
Ocancel 

□Add 
□ cancel 

OAdd 
□ cancel 

1□
Add 

Oca11ce1 

I 

HC-ENR12 -�..Cil:! Generic Cat.#720000c Rev 11-13 (OVER) 


