
Delta Dental of Minnesota
Membership Maintenance Form

oalta 9ental ol llinnesota

PART A - EMP|OYEE INFORMATION - Employee complete Part A through Part E, as appropriate.

Employee's

Name:

SocialSecurity Number

tt
Gender: Male

tr tr
Marital
Statut:

Maried Widow.d oivorced

trtr tr tr
Date of Birth (Month-Day-Year)

tt
Employee's
Address:

ff heck lf
New Address

Evening Phone Numb.r

PART B - CHANGE REqUEST - Check all categories that apply and provide information requested by category

E Name Change

Former Name:_
New Name:

E Terminate Employee and All Dependent Covera8e

E Millennium Choice croups Change Plan Option at open Enrollment
E Pla n Option I - Delta Dental PPO E Plan Option ll - Delta Denta I Premier

E Deltacare Groups change clinic Code to:
Obtain Clinic Code from Dehacare Provide. Diredory

tr Enrollor Disenrollfrom the Voluntary Discount Orthodontic Program

Change Cowrage Type, Add or Drop t epeBdent Due to (Ualifying Event - List Qualifying Event Code next to correct Coverage Type/Change
Request Category. complete Part C if Adding or Dropping Dependent(s). qualifyint Euert code: A- Adoption B -Birth D

- Divorce/Lesal Seoaration E - Death L - Loss of Coverage M - Marriage O - Op€n Enrollment S - Dependent No Longer Eligible

qualifying Event Code CoveraSe Type / Change Request Category Date of qualifying Event Effective Date of Change

Employee only

Employee & Spouse

Employee & Dependent Child(ren) tl
Family

Add or Drop Dependent - No Coverage Type Change

PART C - DEPENDENT INFORMATION - Adding or dropping dependents may require a Coverage Type change in Part I

Add DroD

Relationship
To Employee

First Name, Middle lnitial, Last Name
(lnclude Last Name Only ifOifferent From Employee's) Gender

Date of Birth
Month/Dav/Year

FullTime
Student? Unmarried?

Spouse M F

Dependent Child M F N Y N

Dependent Child M F N Y N

PART o - EMPLOYEE SIGNATURE - Sign and date form as verification of your enrollment change

E I choose to make changes as indicated on this form and authorize payroll deduction, if applic.ble. tf Part E is completed, I have elected to continue coveGge
underthis plan due to the qualifyin8 event indicated below and lunderstand that in orderto retain my covera8e continuatioh, lmust meet the payment oblitations
a nd/or othea conditions as may be required.

Employee Signature: Date:

2Em io e Death 4 Divorce or lSe aration
3 Employee Total Disability 5 Employee Eligible ForMedicare

6 Dependent No LongerEligible

qualifying Er€nt Number:
1 Employee Termination or Reduction of Work Hours

Coverage Continuation Applies To: Event Number Date of Qualifying Event Effective Date of Coverage SocialSecurity Number

EEmployee & All Dependents currently Enrolled

IEmployee Only

Ispouse Only

E Dependent(s) Only - List Names in Pa.t C

EEmployee & spouse

E Employee & Dependent Child(renH-in Names in Part c

PANT F - GROUP II"FORMATIO'{ . THIS PART TO BE COMPI."ETED BY EMPTOYER

E Change Employee Group/Subg.oup (Move individualto different subgroup, including to COBRA subgroup)
From:_To:_
Effective Date of Change

Group Name: Group & Subgroup Numbers:

Group Representative's Signature: Date: Phone Number:

PART E - COBRA - Employee Note: Complete Only if enrolling for COBRA benefits Employer Note: May require subgroup change

A o:rraorxrnr

Date ofTermination:Z
Date Coverage Ends: / /

I

I

f __- 
lI



lnstructions for Completion of Membership Maintenance Form

lmportant Notes:
. Type or print clearly with a pen.
. Alldatesshould be written in MM/DDAI.YY format,
. When reporting effective dates, use contractual start and stopguidelines as defined in yourcontract (i.e,, lnof

month, end of month, or adualdates).
. Before submitting review it to ensure you have provided all necessary information.
. lf information is missing or illegible, this form will be returned to you and may delay your request.
. Enrollment requests are generally completed within five business days of receipt by Delta Dentalof Minnesota.

Part A: Employee lnformation - Complete all sedions.

Part B: Change Request
. Name Change - Provide name as previously reported and new name-
. Terminate Employee and All Dependent coverate - Only use this section if the employee e!!Lall dependent

coverage is beingterminated.
. Millennium choice 6roups Change Plan Option at Open Enrollment - Use for employees currently

enrolled in Millennium Choice to select new network duringgroup's Open Enrollment.
. Deltacare Groups ChanSe Clinic Code - List new clinic code found in Deltacare Provider Directory.
. Enrollor Disenrollfrom Voluntary Discount Orthodontic Program -Applies only to groups offering this program
. Change Coverage Type, Add or Drop Dependent Due to Qualifying Event - Complete this section to

chan$e Coveroge Type a nd/or to add or drop dependent's coverage. Provide detailed information for each
dependent being added o. dropped in Part C.

Part c: Dependent lnformation
. List and complete allsections for each dependent to be added or dropped, as requested in Parts I and E.

. tf more than four dependents are being reported, attach a list of additional dependent information in same
format.

Part D: Employee Signature
. Please read and sign form as verification ofyour change request.
. Return completed form to your benefit administrator.

Part E: COBRA- Complete this section only if an individual has seleded continuation of coverage under COBRA.

. SeleLato whom the Coveruge Continuotion opplies,lhe apprcptiate Quolifying Event Number, Dote of
Quolilying Event and Elfective Dote of Coveroge.

. lf employee is lElenrolling for COBRA, provide Social Security Number oi individual who is being enrolled
enrolled, providethe social security number of the youngestchild

. lf group has a separate COBRA subgroup, it must be provided in Part F.

Part F: Group lnformation -Completed By Employer
. change Employee Group/subgroup- Move employee from one group/subgroup to another for benefit,

reporting or COBRApurposes.
. Group Name- Provide group name as listed in your contract.
. Group and Subgroup Number - Provide applicable numbers for individual em ployee.
. Group Representative - sign, date, and provide your phone number.

lJ only children are being

Send Completed Forms To:
Delta Dental of Minnesota

Attn: Enrollment Department
PO Box 330

Minneapolis MN 55440-0330



Notice of Non-Discrimination and Accessibility Requirements
Delta Dental of Minnesota complies with applicable Federal civil rights laws and does not discriminate on the basis of race,

color, national origin, age, disability, or sex.

Delta Dental of Minnesota does not exclude people or treat them differently because of race, color, national origin, age,

disability, or sex.

Delta Dental of Minnesota provides free aids and services to people with disabilities to communicate effectively with us,

such as:

. Qualified sign language interpreters

. Written information in other formats (large print, audio, accessible electronic formats, other formats)

Delta Dental of Minnesota provides free language services to people whose primary language is not English, such as:

. Qualifiedinterpreters

. lnformation written in other languages

lf you need these services, please call the number on the back ofyour lD card

lfyou believe that Delta Dental of Minnesota has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance by contacting Delta Oental of Minnesota,

Attn: Complaints, Appeals, and Grievances, 500 Washington Ave South, Suite 2060 Minneapolis, MN, 55415, 612-224-3300

or 877-268-3384, fax:612-351-5104. You can file a grievance in person or by mail, fa)c or email. lf you need help filing a

grievancg please callthe number on the back ofyour lD card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,

electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.govlocrlportal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services 200 lndependence Avenue, 5W Room 509F, HHH

Building washington, D.C. 20201 1-800-368-1019, 80G537-7697 (TDD) Complaint forms are available at

htto://www.hhs.qovlocrloffi celfi lelindex.html.

Foreign Language Notifi cations
ATENcI6N: si habla espafiol, tiene a su disposici6n servicios gratuitos de asistencia lingi.iistica. Llame al 1-800-

553-9536. (Spanish)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-553-9535.
(Hmong)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-

800-553-9536. (Cushite)

CHU Y: Ndu ban n6i Ti6ng Viet, c6 Gic dlch vu h5 trg ng6n ngo mi6n phi dinh cho ban. Gqi s6 1-800-553-9536.
(Vietnamese)

,E.E : ln Rffi &H Xtl + X, 1* { ufreFfr-a?=ffi tr[E#. EE*E r-soo-ssa-es35. (chrnese)

BHt4MAHI4E: Ecnx Bbr roBopxre Ha pyccKoM n3brxe, To BaM Aocr)rnHbr 6ecnaarxure ycryrx nepeBoAa. 3BoHl,lre 1-

800-553-9536. (RussianL

trJoqru, ririr uirucdlrlsl o1o, nrDUSn')D€icocfieciruurer, loe.ruc55eir, ccriufir,iau?uiuiru.
lus 1-soo-ssg-g536. (Laotian)

"?ar.+o4: fqq?n+ *1* h"?cf hln f+c"f' hc.S.i .CcF++i 0?a n .E?Hp+ flr pE+qN ag. dlAh+A@ +fc pted 1_80G

553-9536. (Amharic)
ymol.ymo;= grhluwdRAunDAusdmtCdAusdmtw>rRpXRvXAwvXmbl.vXmphRAeDwrHRb.ohM. vDRlAud;1-800-
553-9536. (Karen)

AcHTUNG: wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-553-9536. (German)

aJ6rE: lit el;: .:o613 liiJ l-), En ilJ t+L:r l+!)"ltr; UiJ.rs; :rl.eU.) cH :.rl+EiO. l.-'-.-J ! \ir 1-800-553-9536)

-gp . (Arabic)

ATTENTION : Sivous parlez franCais, des services d'aide linguistique vous sont propos6s gratuitement. Appelez le

1-80G553-9536. (French)

trn: trtrtrtr trtrtrDtr ntr, trD tr! trtr!n trtrtr trtrtr! U trtrntr.1-80Gss3-es35
trtrtr !trtr nntrn. (rorean)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-553-9535. (Tagalog)

&llhl-xj: iJ^.<aJ.ra +UJ <.JtJ.iAu"r r"la(,(3, a-)aA,-. 
<Jjl-xjDllq}j.rl+Ai.U I'lO. .,-C j-rl!9.r...r. j.j (Kurdish)



6j6.r; l. (-).,.^;lO!il_r^r. ( ..'. <.,69 .s45.r..'U.a{JJl6 jlldrj.,rr -JF JlrrllouJllj,ial . ,. (,-gyr

(Persian / Farsi)ftler 1-80G553-9536 {Jl. ,Jlui: 
,1.1; -i

ilH+tr : E A;+ &;fi 3 iL 6Ee, X)f+ D=iElE A jfllH t r /: /i ll * f" 1-8oG.ss3-ss3o

* <., *.€;6t.( :Ef6 < /_ 3 1,.. (.rapanese)

ICITONDERWA: Nimba wuga lkirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. woterefona 1-80G553-
9535. (Bantu)

KUMBUKA: lkiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo. Piga simu 1-80G553-
9536. (Swahili)

MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-800-553-9535.
(Norwegian)
hn4l,iilurrlF: LurislIfEIfiSunuJ [Fflhr'i-e,], r hdsu:m r..rrreil u:FifiFfiiG, ixruHrtr+rct161urrucasr
rytJturi grJE 1-8OO-S53-9S3G. (Cambodian/Khmer)
qrarfiqEr: sf6 acr$ ffil ildtE?B'eri, fr:era'Gqfir acrfd6 etTqr s6r{rflr tdr6s jTffiqr ql
1-80G,553-9536 qr E-fr ,rfdsl (Nepari)
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