jDe'PaCiﬁc (800) 393-3592

Z‘|NSURANCE SERVICES Email: dpis@delpacificis.com

Website: www.delpacificis.com
Lic.# OF50031

GROUP EE APP AGENT# 15193

ENROLLMENT APPLICATION Please print or type.

Social Security No. Last Name First Initial Birthday Home Phone
California L =
< Address City State Zip
-, Dt
i etwor
Where Experience Makes The Difference | Employer’s Name Work Telephone

¢ )

1971 E. 4th Street

Suite 184 Dependents to be covered:
Santa Ana, CA 92705

Spouse: [ I child: /1
Phone (714) 479-0777
Toll-Free (877) 4-DENTAL ) /o _ /o
Fax (714) 479-0779 Child: Child:
Last Name (if different) First Birthday ~ Last Name (if different) First Birthday
Plan , On behalf of the above named individuals, | hereby apply for enrollment in CDN and certify that the above information is true and correct.

NOTICE: BY SIGNING THIS APPLICTION YOU ARE AGREEING TO HAVE ANY DISPUTE WITH THE PLAN, INCLUDING MEDICAL MAL-
PRACTICE, DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR CONSTITUTIONAL RIGHT TO A JURY OR COURT
Dental Office # TRIAL. SEE THE COMBINED EVIDENCE OF COVERAGE AND DISCLOSURE FORM FOR DETAILS.

Applicant’s Signature Date



