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CHECK ONE OF THE FOLLOWING:

I AM APPLYING FOR

.O Coverage for myself only

->. Coverage for mysell and one lamily dependent
'O Coyorage lor myself and two or mor€ tamlly dependents

LIST ALL ELIGTBLE DEPENOENTS ON REVERSE SIOE OF CARD
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I authorlze my Employer lo deduct from my pay the contribuiions required for my d€ntal insurance premlum. I furth€r
authorize the grolp Insurance d€partment to release Informatlon to denlal car€ provld€rs nocessary to process clalms'

I
I

.4


