Cigna Dental Enrollment Form

” o . Insured and/or Administered by o
Retirees Association: Complete Section A Cigna Health and Life Insurance Company -.) &
Retiree: Complete Sections B, C & D TN

Cigna.
Please print and thank you for providing this information
EFFECTIVE DAT EMPLOYER NAME EMPLOYER ADDRESS
A | Dlorenenror [ crance CARCELLATION (WWODEETT] - ISSOJONTAG E ST, 3RD FL, BROOKLYN; NY N2DI

) newenrOLL. [] RENSTATE LOCAL IDD RETIREES ASSOCIATION VE ST { (
CIGNA ACCOUNT NO. | DIVISION'BRANCH/LOCA TIONCLASS DATE OF HRE (MMMD/CCYY) | NETWORK ID BRANCH CODE CODH GROUFP NO. DENTAL BENEAT OPTION
TYPE OF CHANGE: ] Add Dependent(s) Date: [] Address Change

. [] Cancel RETIREE Last Date of Coverage: D Transfer to COBRA

[] cancel Dependent(s)*  Last Date of Coverage: O 18mos. [J29mos. [] 36mos.

Reason far Cancellation: [_] Leave employment
[[] Transfer out of Cigna Dental Care area [ Other

[ transfer to another plan
* List Names in Section C

B | RETREE NaME (Lasy) (First) (M1) SOCIAL SECURITY NO
l | TN v s O T MR
RETIREE DATE OF BIRTH HOME PHONE CELL PHONE HOME E-MAL ADDRESS RETIREE IDENTIFICATION NUMBER
(MM/DDICCYY) ( ) ( :
ADDRESS (Sreel) (Cty) (State) {Zip Code)
|
WHAT IS YOUR PRIMARY LANGUAGE? (aptionai) E)?m ";Ev’al'l'} HAVE A DISABILITY AFFECTING YOUR ABILITY TO COMMUNICATE OR READ? Cszl.ecr PLAN DHMO (Dental Care) l [J Cigna Dental EPO
O ves O o horz:\:s’lb Cigna Dental PPO [J Cigna Traditional
C 1 WOULD LIKE COVERAGE FOR ME AND MY DEPENDENTS. DEPENDENT DATE OF FULL-TIME DENTAL OFIICE SELECTION | START DATE OF CONTINUOUS
fast mmwe 7 Sferent from yours) SocaL @IRTH GENDER| STUDENT? {For Cigne Dental Carw only) (for Ciyrre Dot PPO onty | "oveey:
Last Nave First Navw 18 SECURITY NO. “M DO ceyvy Yes No e (Ronih, Day, Year)
RETIREE Om 15t Chorce - Tada
A | Or 2nd Choice - [ cancel
Spouse Om 1st Choice - Oade
' A dr 2nd Choice - [ cancel
Dependen Reiationship D M D D 181 Cnoice - D Add
| | drF 2nd Choice - [Jcancel
Dependent Relationship D M 0 D sl Choice - Dagd
A i Or 2nd Choice - Ocancel
Dependent Relationship D M D D 151 Chaice - D Add
i 1 D F 2nd Choice - D Cancel

Proof of student or handicapped status for overage dependents may be required
The onginal effective date must be compleled for each member in order for continuous coverage credit to be applied toward waiting period.

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

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

DISTRIBUTION: White - Cigna Canary - Member Pink - Employer
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