DENTAL CHANGE FORM

Employee
First Name Middle Initial Last Name
Social Security # Date of Birth Male |:| Female |:|
Address City State. Zip
The Following Changes are Requested
[C] Name change to:
|:| Address change to:
|:| Other changes:
Effective Date:
|:| Coverage change to: Single |:| Dependent |:|

Add New Dependents

Name(s) SSN Relationship DOB Effective Date
Remove Dependents
Name(s) SSN Relationship DOB Effective Date

Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information or conceals for the purpose of
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime

and subjects such person to criminal and civil penalties.

| certify that | am an active full-time employee for the employer named below:

Date

Employer Name

Employee Signature

Employer-Authorized Signature and Title

Benefit Administrators Inc.

1250 Tower Lane Erie, PA 16505
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