The following form is used to enroll in dental insurance or to make a change to your current dental coverage.  You can either print the form, fill in the necessary sections, and send it to Human Resources, or complete the form directly on your computer and e-mail it to hr@wheatonma.edu. 

Note:
If this is not an open enrollment addition/change and you are not a new employee, you must contact Human Resources regarding any additions/changes to your dental insurance.  You would need to have a “qualifying event” to add/change your dental coverage outside of open enrollment.  Please call Human Resources, ext. 8206, for further information.

Blue Cross/Blue Shield Dental Blue Enrollment/Change Form

	Group Number
	Effective Date
	Hire Date

	002336028
	
	

	
	Last Name
	First Name
	Middle Initial
	Gender

	
	
	
	
	

	Home Address 
	City
	State
	Zip
	Home Phone

	
	
	
	
	


Which of the following do you want to do?

Signed:  ________________________________________     
 Date:  _________________
	
	Add dependent (s) -- fill in information below.

	
	End coverage for dependent(s)
	Names:
	


Change From:








Change To / New Enrollment:
	
	No Dental Insurance
	
	No Dental Insurance

	
	Individual
	
	Individual

	
	Two-person
	
	Two-person

	
	Family
	
	Family


If starting dental insurance for the first time or adding dependents, please provide the following information:

	Relationship to Subscriber (spouse or child)
	First Name/Middle Initial
	Last Name (If different from that of subscriber)
	Gender
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HR – Original             Copy to Employee


