
Q DELTA DENTAL. 
Small Group Enrollment 

Application 
(New Enrollment/Changes to Enrollment) 

Delta Dental of Virginia I DeltaVision 

Underwritten by Stryden, Inc. 
4818 Starkey Road, Roanoke, VA 24018 

(540) 989-8000 · (800) 237-6060 

Fax: (540) 776-8109 

IMPORTANT: Enrollment Application with incomplete or missing information will be returned) 

I THIS SECTION TO BE COMPLETED BY GROUP ADMINISTRATOR 

Account Name: 

Account No: Dental Sub-Account No: 

Vision Sub-Account No: 

Department: 

Vision Benefit Plan ID: 

Employment Status (choose one): 

□ Active □ COBRA 

Effective Date: 

Dental Sub-Sub Account No: 

Vision Sub-Sub Account No: 

Dental Benefit Plan ID: 

Employee Type (choose one): 

D Hourly D Salaried D Full-Time D Part-Time 

D New Hire D Change D Open Enrollment D Reinstatement D Cancel Coverage D COBRA (Effective Date __J _ _/_) 
Qualifying Event: D ADD dependent, spouse, or domestic partner D DROP/Terminate dependent, spouse, or domestic partner 
D Name - Previous Name___________ D Address D Telephone D Other _____________ _ 
D Decline Coverage - I understand that I have been offered and have elected to decline coverage under my employer sponsored dental 
and/or vision plan with Delta Dental and/or Stryden, Inc. at this time. I will not be eligible to enroll until the next open enrollment period or in 
the event of a qualifying event. 
(Sign, date and complete first line of Section B.) Signature__________________ Date ______ _ 

Date of Qualifying Event: 

__/__/ __

Reason(s) for Qualifying Event: D Marriage D Loss of other group coverage D Divorce D No longer 

dependent D Birth or adoption D Death of spouse/dependent 

D Other 

Mailing Address (#, Street, Apt) 

Home Telephone 

Product(check one) 

Date of Birth 

I I 

D Delta Dental PPO plus Premier™ 

□ Delta Dental PPO 
TM 

D aXcess™ 

D Delta Dental PPOTM - EPO Plan Design 

Gender 

D Male 

D Female 

City 

Marital Status 

D Single 

D Married 

State ZIP 

Date of Hire 

D I do not agree to receive communications regarding my group plan (such as plan 

amendments, EOB's and similar communications) via the email address I have supplied on this 
application. Please continue mailing those to me. 

{Plan (if applicable) 

□ High Option 
D Low Option 

Coverage Type (check one) 

D Employee 
D Employee+ Spouse 
D Employee+ Child(ren) 
D Employee+ Family 

I Section D: VISION COVERAGE (Underwritten by Stryden, Inc.) 

Product(check one) 

D Delta Vision® - 130 
D Delta Vision® - 150 

D Delta Vision® - 150 Plus 
D Delta Vision® - 150 Plus with EasyOptions 

Plan (if applicable) 

□ High Option 
D Low Option 

Coverage Type (check one) 

D Employee 
D Employee+ Spouse 
D Employee+ Child(ren) 
D Employee+ Family 

Section E: LIST ALL MEMBERS TO BE ENROLLED{/DROPPED BASED ON THE COVERAGE TYPE SELECTED 

- --
Last Name (if different) SSN 

■ .••

■ I ••

■ .••

■ I oo

VIDDF00115DE NVISIO N 

Date of Birth 
Dental/Vision 

Dental/Vision 

Dental/Vision 

First Name, MI
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