CIGNA Dental Enrollment Form CIGNA Dental Health, nc.

fasured dental plans underwniten by

Employer: Complete Section A Connccticut Generat Life Insurance Company
loyee: Complete Sections B, C & D P.0. Box 22170
Soeglny p ’ Tempe, AZ 85285-2170 CIGNA Dental
Please print and thank you for providing this information
A:| OO orenenrowL. [] cHange gif‘%%{lﬁggﬁgfu l'\)%%%%uca EMPLOYER NAME EMPLOYER ADDRESS
(] NeweNroLL. [T] REINSTATE Hempstead Public Schoolg 185 Peninsula Blvd Hempstead, NY 11550
CIGNA ACCOUNT NO. | DIVISION/BRANCHALOCATION/CLASS DATE OF HIRE (MM/DD/CCYY) NETWORK ID BRANCH CODE CDH GROUP NO. DENTAL BENEFIT OPTION
TYPE OF CHANGE: (O] AddDependent(s)”  Date: [J Address Change
! D Cancal Employee LastDate of Coverage: .. D Transfer to COBRA
J [ cancel Dependent(s} * past Dale of Coverage; ———— [ '8mos. [] 29mos. [] 36 mos.
Reason for Cancellation: [ ] Leave emplayment ] Other

[3 Transfer out of CIGNA Dental Care area
[ Transfer to another plan

* List Names in Saction C

EMPLOYEE NAME {Last) S (First) M) SOCIAL SECURITY NO.
{8 ‘
S | [ [T W DN T SR S
i} EMPLOYEE DATE OF BIRTH | HOME PHONE WORK PHONE HOME E-MAIL ADDRESS EMPLOYEE IDENTIFICATION NUMBER
( ) ( )
(Ciy) {State) {Zip Codo)
ADDRESS (Strool} | | |
WHAT IS YOUR PRIMARY LANGUAGE? (optional) ?o YOU HAVE A DISABILITY AFFECTING YOUR ABILITY TO COMMUNICATE ORREAD? | SELECT PLAN: l:l CIGNA Dental Care [] C1GNA Dental EPO
[Jves [ Ino [ |CIGNA Dental PPO [ ] CIGNA Traditional
cl 1WOULD LIKE COVERAGE FOR ME AND MY DEPENDENTS. DEPENDENT DATE OF FULL-TIME DENTAL OFFICE SELECTION | STARTDATE OFCONTINUOUS |
29 {Specify fast name H different from yours} SOCIAL BIRTH GENDER| STUDENT? (for CIGNA Dental Care only) (for CIGNA Dantat PPO oaly) { m"‘
Last Name Flrst Name ML SECURITY NO. MM DD ccvy Yes  No {Monih, Day, Year)
Employea CIm 151 Cnoice - [Jadd
| ) F I:l 2nd Choice - [ Cancel
Spause M 1at Choice - Add
i ! L E D [] 2nd Choics -_ Cancel
Dependent Relationship (Y] |:| 18t Choice - Add
1 | F D and Chaice - L Cancel
Oependent Relationship EM |:| 1st Choice - [(add
| f F D 2nd Choics - . Cancel
Dependent Refationghip CIm |:| |:| 1st Cholea - Add
1 1 CIF 2nd Chaice - Cancel

Ptease submil proof of siudent or handicapped stalus for overage dependents.
The onginal elfective date mus! be compteted for aach member in order for continuous coverage credil (o be applied toward wailing period.

] | 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.
fi{ EMPLOYEE'S SIGNATURE / DATE

CIGNA Dental refers to the following operating subsidiaries of CIGNA Corporation: Connecticut General Life Insurance Company and CIGNA Dental Health, lnc., and its operating suhsidiaries and affiliates. The CIGNA Dental Care plaa is
provided by CIGNA Dental Health Pian of Arizons, Inc., CIGNA Dents! Heslth of Californis, Inc., CIGNA Dental Care of Colorado, Inc., CIGNA HealthCare of Connecticut, fnc., CIGNA Dental Health of Delaware, Inc., CIGNA Dental Health
of Flarids, lac. a Prepaid Limited Health Services Organization ki d under Chapter 636, Florids Statutes, CIGNA Dental Health of Kansas, Inc. (Kansas and Nebraska), CIGNA Dental Health of Kentucky, Inc., CIGNA Dental Health of
litinols, Inc., CIGNA Dental Health of Maryland, Inc., CIGNA Dental Health of Missouri, Inc., CIGNA Dental Health of New Jersey, Inc., CIGNA Dental Health of North Carolina, Inc., CIGNA Dental Health of Ohio, Inc., CIGNA Dental Health
of Pennsylvania, Inc., CIGNA Dental Health of Texas, Inc., and CIGNA Dental Health of Virginis, Inc. in other states, the CIGNA Dental Care plan is underwritten by Connecticut General Life Insurance Company and administered by CIGNA
Dental Health, Inc. The CIGNA Dental PPO and CIGNA Dental EFO plans are underwritten or admini d by C: icut General Life Insurance Company with network management services provided by CIGNA Dental Health, Inc., sud
certaln of its operating subsidiaries. The CIGNA Traditional plan is underwritten or administered by Connecticut General Life Insurance Company.

NOTE: Not all products are availahle for all cllents or all states. Check your enroliment materials carefully to see what is offered for your group.
S50y Generic Rev.02/2008 (OVER)
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