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Dental Office Selection Card
COMPANY NAME

Please refer to completion instructions on right side of card.

I authorize payment of dental benefits to the provider of dental care.

Child SSN:

Members

Self

Spouse

Child

Child

Child

Last Name, First Name

COVERED MEMBERS:

To select your dental office, please return this card immediately.

DATE

I accept the coverage/insurance benefits provided by this group dental plan and authorize the
processing of my enrollment in the dental coverage. I authorize deduction from my earnings of the
required contributions, if any, toward the cost of the coverage.

California law prohibits an HIV test from being required or used by health insurance companies as
a condition of obtaining health insurance coverage. CIGNA Dental Health and Connecticut General
Life Insurance Company do not require such tests in any state as a condition of obtaining dental
coverage.

Employee ID # if applicable:
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Dental Office Selection
    First Choice                  Alternate Choice

Date
of Birth

/       /

/       /

/       /

/       /

/       /

/       /

I authorize any participating dental office to release dental records and billing information
concerning me or my dependents to CIGNA Dental Health for purposes of plan administration. I
further authorize CIGNA Dental Health to release any records or information concerning me or my
dependents to its designee for purposes of plan administration and customer service.

Do you have a disability affecting your ability to communicate or read?
No

What is your primary language?
__________________________ Yes

SSN:

SSN:

SSN:

SSN:

SSN:

Subscriber Address:
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