
Delta Dental  

Enrollment/ Status Change Form 

Dependent Coverage 

 

 

Employee’s Name   

   Last   First    Middle Initial 

Address 

  

City    State     Zip Code 

Social Security Number ___ ___ ___ - ___ ___ - ___ ___ ___ ___ 

 Male   Female               Date of Birth ___ / ___ / ________                  Hire Date ___ / ___ / _______ 

School  

Coverage Status Desired: 

Spouse Only  ______ $35.82 per month 

One or More Children ______ $34.24 per month 

Spouse & Children  ______ $55.72 per month 

 First Name MI Last Name Date of Birth  Social Security Number 

Spouse      

Child      

Child      

Child      

Child      

Child      

Child      

 

I authorize my employer to deduct from my earnings the amount required to cover my share of the coverage I have 

selected. 

I authorize the payroll reductions to be a Section 125 Before-Tax Contribution. Changes in the cafeteria plan elections 

can only be made at the end of the plan year unless due to and consistent with a valid status change (e.g., change in 

legal marital status; change in number of dependents; termination or commencement of employment). 

 

Signature        Date 

 

 

 

Read the entire document. Print the first page of this document to complete and bring with you for your hiring appointment. Save the remaining pages for your records. 

 New Enrollment 

 Add Dependent(s) 

 Drop Dependent(s) 








