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Employee Signature Date

Employer Signature Phone Number Date

EMPLOYER INFORMATION
Employer Name

Group Number

Sub Group

UCCI Payroll Location

SECTION A: GENERAL INFORMATION

DENTAL ENROLLMENT FORM

I represent that all information supplied in this application is true and correct.  Any person who knowingly, and with intent to defraud any insurance company or other person,
files an application for insurance 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.

For New Enrollment, please complete ALL sections of this form. For Enrollment Changes, please complete the applicable “Type of Activity”
change(s) in Section A along with the identification number and employee name in Section B and Section C for dependent changes.

Effective Date (mm/dd/yyyy)
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SECTION E:
FOR EMPLOYER USE ONLY

TX5000  (07/05)

1.   TYPE OF PROGRAM
FFS

      (Indemnity, Passive PPO - Please Specify)
 Concordia Access
 Concordia Choice
 Concordia Flex
 Concordia Select
 Other

DHMO (Please Specify)
 Concordia Plus
 Other

2.   TYPE OF ACTIVITY
New Enrollment
Cancel Coverage

 Cancel All Coverage (Employee & All Dependents)
 Cancel Dependent(s) Only (List dependents to be cancelled)

Change (Please Specify)
 Add Dependent (e.g., spouse, domestic partner, child, etc.)
 Change Address
 Reinstate Coverage
 Change Name
 Change Group Number
 Change Provider
 COBRA
 Other

/            /

/      /

/            /



PROGRAM AVAILABILITY
• Products are not available in any state where prohibited by law or where United Concordia does not have regulatory approval.

• Domestic partner coverage is not permitted in Idaho.

• United Concordia Dental Corporation of Alabama – AL
• United Concordia Dental Plans, Inc. – MD, NJ
• United Concordia Dental Plans of California, Inc. – CA
• United Concordia Dental Plans of Delaware, Inc. – DE, DC
• United Concordia Dental Plans of Florida, Inc. – FL
• United Concordia Dental Plans of Kentucky, Inc. – KY
• United Concordia Dental Plans of the Midwest, Inc. –  MI,

MO, OH
• United Concordia Dental Plans of Pennsylvania, Inc. – PA

UNITED CONCORDIA OPERATES AS A WHOLLY OWNED SUBSIDIARY UNDER
THE NAME LISTED BELOW IN THE FOLLOWING STATES:

• United Concordia Dental Plans of Texas, Inc. – TX
• United Concordia Insurance Company – AK, AR, AZ, CA, CO,

CT, FL, GA, IA, ID, IN, KS, LA, MA, MD, ME, MI, MN, MS, MT,
NE, NH, NV, NM, ND, OH, OK, OR, RI, SC, SD, TN, TX, UT,
VT, VA, WA, WV, WY

• United Concordia Life and Health Insurance Company – DE, DC,
IL, KY, MD, MO, NC, NJ, PA

• United Concordia Insurance Company of New York – NY

Texas law (TIC 20A.11A(b)) requires insurance companies that offer DHMO benefits to provide “user friendly”
handbooks to members in their primary language or to members who have difficulty reading due to a disability.  If
you have a special need due to a disability or if your primary language is not English, please note this information
below.  Your benefit’s department will then work with United Concordia to have a handbook developed that meets
your needs.

Please forward special handbook information in my primary language or in a special format due to a disability.
Language _________    disability ___________.


