
Enrollment / Waiver
Change of Status Form

Please note that completing this form does not guarantee coverage.
PLEASE KEEP A COPY FOR YOUR FILES.

DELTA / TRUASSURE USE ONLY

Effective Date ______________ Store Loc ______________________  Dental Rate Code ___________________  ASC ___________

Vision Rate Code ________________ COB________________

PLEASE LIST ELIGIBLE DEPENDENTS TO BE COVERED
Add Term First Name Last Name Birthdate Sex Social Security

(if different) (MO/DY/YR) M or F Number

2. Spouse:

3. Child:

4.

5.

6.

Mail to: Eligibility Department • P.O. Box 3384 • Lisle, IL 60532 • Fax (630) 369-0384 • Email eligibility@deltadentalil.com

DEL7014417 (5/10)

MUST BE COMPLETED BY GROUP 

Group Name_____________________________________________________________________________________________________

Group Number _____________________________________________  Sublocation # _________________________________________  

Date of Hire_________________  OR Date of Rehire ______________   Employee Occupation __________________________________ 

Group Contact _____________________________________________   Phone _________________  Email  ________________________

Hrs. Worked/Week __________________________________________   w Hourly               w Salaried               w Union

Effective Date of Request ____________________________________     

REASON FOR SUBMITTING FORM 

w New Employee               w Rehire              w Initial Enrollment              w Open Enrollment              w Change to Enrollment

w Termination w Address Change w COBRA, End Date: _______________________________________________

w Name Change, Former Name: ______________________________________________________________________________________

w Qualifying Status Change      Describe: _________________________________________________________ Date:_________________

ENROLLEE INFORMATION 

Social Security Number: ____________________________________________  Date of Birth: _____________________________________

Name: ________________________________________________________________________________________________   w M w F
First                                                                                   Last M.I.

Address: _________________________________________________________________________________________________________
Street                                                                                        City State                     Zip 

Marital Status: w Single     w Married     w Other _____________________   Phone Number: ________________________________ 



Please check the coverages that you are applying for below. Availability is based on your group’s selected plan of insurance.

Type: Applying For: Waiving/Declining For:

DENTAL COVERAGE

Provided by Delta Dental
of Illinois 

Are you applying for
DeltaCare?
w Yes   w No

Are you changing your
DeltaCare Dentist?
w Yes   w No

VISION COVERAGE
Provided by TruAssure

w Employee w Spouse w Children 

Does spouse have a dental plan? w Yes w No
Are dependents covered by spouse’s plan? w Yes w No

Carrier: _______________________________________________

If DeltaCare: Dentist Name: ______________________________

Facility Code:_______  Address:___________________________

w Employee w Spouse w Children 

w Employee

w Above Dependents

w Employee

w Above Dependents

I am requesting the coverage(s) I have selected above under the group policy(ies) issued by, or which may be issued by 
Delta Dental of Illinois or TruAssure Insurance Company. I agree to continue membership in the program(s) elected above until 
the next open enrollment period and authorize my employer to deduct any required contribution to pay for the coverage(s) from 
my earnings.

Applicant’s Signature _________________________________________________________ Date________________________


