NORTHERN BUCKEYE EDUCATION COUNCIL CLIENT # 817
DENTAL ENROLLMENT FORM
I. NBEC ADMINISTRATIVE USE ONLY
Plan # Location Status Effective Date Verified By:
203817 NSA A

Il. NBEC EMPLOYEE'’S (Please fill out the following)

1. PLAN NAME

NORTHERN BUCKEYE ED. COUNCIL

O NEW ENROLLMENT QO CHANGE
TYPE OF CHANGE/REASON FOR TERMINATION:

d TERMINATE 0O COBRA

EFFECTIVE DATE:

2. SOCIAL SECURITY NO.

3. EMPLOYEE NAME FIRST

M.1.

LAST

4. EMPLOYEE ADDRESS

STREET

CITYy STATE

ZIP

5. COUNTY

6. DATE OF HIRE

7. EMPLOYER NAME

NORTHWEST STATE COMMUNITY COLLEGE

8. COVERAGE TYPE: 9. OTHER INSURANCE CARRIER —
O EMPLOYEE Are you or your dependents covered by other insurance? No Yes
QO EMPLOYEE & FAMILY If yes, you must complete the Coordination of Dental Benefits Form
EMPLOYEE SEX BIRTHDATE SOC. SEC. # TERMINATION DATE
aMar
SPOUSE’S NAME SEX
aMar
CHILD’S NAME SEX
aMar
CHILD’S NAME SEX
aMar
CHILD’S NAME SEX
amMar
CHILD’S NAME SEX
amMar
CHILD’S NAME SEX
amMar

AUTHORIZATION TO OBTAIN OR RELEASE DENTAL INFORMATION — On behalf of myself and my dependents, | authorize any health care professional
or entity to give Gallagher Benefit Administrators, the Plan Sponsor or any of their designees any and all records of information pertaining to dental history or
services rendered to us for any administration purposes.

a

| hereby certify that | elect coverage as indicated on this form and that all the spouse/dependent information is complete and
accurate. If applicable, | authorize my employer to deduct the required premium contributions from my pay.

The Benefits have been explained to me thoroughly. Unless otherwise indicated above, | DO NOT wish to enroll and
understand that | will not be entitled to any benefits provided by the Plan.

SIGNATURE

PLEASE RETURN TO YOUR SCHOOL’S HR OFFICE AFTER COMPLETION

DATE




