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PUBLIC EMPLOYEES DENTAL PROGRAM

[J SINGLE
Dept. Water_Rights
| 23 Dec /926 |1 dom taun | X e | JRER, SRS | 6313
I CHECK ONE OF THE FOLLOWING: (Water Comj'SSioners)
| AM APPLYING FOR
(3 Coverage for myself only

Coverage for myselt and one family dependent
O Coverage for myself and two or more famlly dependents

LIST ALL ELIGIBLE DEPENDENTS ON REVERSE SIDE OF CARD

e — GROUP INSURANCE ENROLLMENT & RECORD CARD
~LAST NAME FIRST INITIAL SOCIAL SECURITY NUMBER
'\\/wm Sen £ (LA E SL9-22-7y00
7 ~____ ADDRESSANDSTREET NO. CITY AND STATE 2IP CODE
= 1605 £ SKids il Orwe  Lfdem Ghsi Fyyo3
i BIRTH DATE DATE EMPLOYED DEPARTMENT OR EMPLOYER ORG. #

| authorize my Employer to deduct from my pay the contributions required for my dental insurance premium. | {urther
authorize the group Insurance department to release Information to dental care providers necessary to process claims.
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| DATE SIGNATURE OF EMPLOYEE g

EFFECTIVE DATE OF INSURANCE:

Month Day
RGI 01002
TR o e o e e e el ok S s
f- ™Y e 11*‘ w Gids - TR T ";r"“"'" ———
'//Z/ //-*z«-/ww«:/j /o
bl i L bl i g :

4 ﬂﬁwh‘*rﬂ&'w‘d—i g

AA U

B e T S




