	Dental Source of Missouri and Kansas, Inc.

Dental Health Care Plans 

Toll Free: 1-800-369-3485     
www.densource.com
	State Employee                          

Enrollment Form   

Basic / Premier Choice

(No Network Plans)
Group Dental Insurance underwritten by First Continental Life & Accident Insurance Co.                    
	       Check One:

· Initial Employee

· Transfer from prior plan

· New Hire

· Change

· Open enrollment

	REQUIRED -Your Department & Division Name:

	PART 1 – MEMBERSHIP INFORMATION:

EFFECTIVE DATE: __________________

SOCIAL SECURITY NUMBER:   ____   ____   ____ - ____ ____ - ____ ____ ____ ____ (required)

	LAST NAME


	FIRST NAME           MIDDLE INITIAL


	DOB 



	ADDRESS
	CITY/STATE/ZIP
	WORK PHONE:___________________

HOMEPHONE:____________________

	                                                                      DENTAL COVERAGE
 I APPLY FOR:       □ Basic Indemnity Plan                          □ Premier Indemnity Plan

□ EMPLOYEE ONLY

□ EMPLOYEE & 1 DEPENDENT
□ EMPLOYEE & FAMILY  
□ I WILL BE PARTICIPATING IN THE STATE 125 CAFETERIA PLAN  

	PART 2- TRANSFER CREDIT: Carrier Name for 2007:___________________________ Prior Coverage Start Date:_________________

	PART 3 - DEPENDENT INFORMATION:

	Dependent Last Name
	Dependent First Name
	Date of Birth
	Sex
	Relation to Applicant

	Spouse
	
	
	
	

	Child(ren)
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	□ LIST ADDITIONAL CHILDREN ON A SEPARATE SHEET & CHECK BOX 

· Members on the Family plan include the husband, wife, unmarried dependent children under age nineteen, and unmarried full-time students attending an accredited school under age twenty-five.                                                             

	PAYROLL DEDUCTION AUTHORIZATION:

I have read and understand the terms and conditions of the program and hereby request membership with Dental Source of Missouri and Kansas, Inc. I further authorize my employer to deduct from my salary the monthly membership premium listed above (Authorized Payroll Deduction Amount) for the Dental Source coverage that I have selected.  I understand that this agreement is for a minimum 12 month membership and that this authority shall remain in effect until revoked by me in writing and until said notice is actually received by Dental Source of Missouri & Kansas, Inc.
X______________________________________________________________________________________

         Applicant Signature




                                 Date


Office Use Only

Please Fax or Mail to:     Dental Source of Missouri & Kansas Inc.
9091 State Line Road, Suite 101
Kansas City, MO  64114
Fax: 816-523-8988                                             
Questions? Call Toll Free: 
                                  
1-800-369-3485 Local: 816-523-8900

PLEASE RETURN COMPLETED ENROLLMENT FORM WITH DEPARTMENT AND DIVISION NAME [image: image1.png]



BASIC Non Café DSB1D Café for 2008 DSB2D                          PREMIER Non Café DSP1D Café for 2008 DSP2D


 MEM                     		


 MEM+1			


 MEM+FAM		


VENDOR# DS 1D BROKERr# 20028 GROUP# 105935





Basic Indemnity Plan


Semi-Monthly Deductions


$7.95


$15.37


$27.95





Premier Indemnity Plan


Semi-Monthly Deductions


$13.82


$25.97


$40.47








