
Dependent’s Name  husband  wife

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild,  
or adopted child?      YES  no 
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild,  
or adopted child?      YES  no 
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

Dependent’s Name  son/stepson  daughter/stepdaughter 
Other ______________

DEPENDENT’S SOCIAL SECURITY NO.              DOB (mm/dd/yyyy) address (if different) – No. and street address               city state zip

Is this dependent a natural child, stepchild, or  
adopted child?      YES  no      
if no, attach copy of signed court decree

if not your natural child, stepchild or adopted child, are you (or 
your spouse) legally and financially responsible for this dependent? 

YES   
no

is dependent 
married?  

YES  no

/      /

/      /

/      /

/      /

SECTION 4 — tell us about your dependents

PLEASE CHECK ALL THAT APPLY

New Enrollee        Add Dependent       		   

Other change(s): indicate change(s) in appropriate section below Change Address/Name

Are you applying as a result of a Special Enrollment Event?   no   yes, Event Date:  ____ / ____ / ____

Event: Marriage     Birth      

Adoption or placement for Adoption (attach adoption papers)      

Court Order (attach court order)      

Loss of coverage (provide certificate of creditable coverage) 

INSURE OKLAHOMA (o-epic) 

Other (See Instructions) Explain: _____________________________________________

Cancel Enrollee     Cancel Dependent

List names of those canceling in section 4 below

Event: Divorce    Death 
Terminated Employment 
Other

Indicate Event Date:  ____ / ____ / ____

SECTION 1 — ENROLLMENT EVENTS

SECTION 3 — PLEASE TELL US ABOUT YOURSELF

70376.0708

GROUP dental APPLICATION/REQUEST  
FOR CHANGE IN dental MEMBERSHIP FORM

Social Security Number 	 Group #	 Section #	 Dept #	

Category

Social Security Number and Group #* are required to process application

(*If assigned)

SECTION 2 — PLEASE TELL US who you want to enroll (check one box only)

if dependent is over age 19 and under age 23 and a full-time student at an accredited 
school, college or university, please complete section 6.

if dependent is over age 19 and under age 23 and a full-time student at an accredited 
school, college or university, please complete section 6.

if dependent is over age 19 and under age 23 and a full-time student at an accredited 
school, college or university, please complete section 6.

Enrollees (select one) 	 Employee Only — complete sections 3, 5 & 7	  
	 Employee/child(ren) — Complete sections 3 through 7 (excluding spouse)
	 Employee/spouse/Child(ren) — complete sections 3 through 7
	 employee/spouse — complete sections  3, 4, (excluding dependent children) 5 & 7

option 

(required only when instructed by employer)

Last Name First Middle Birth Date (MM/DD/YYYY)     

Home Address — No. and Street Address City STATE ZIP

NAME OF EMPLOYER

SOCIAL SECURITY NO. SEX
MALE FEMALE

How many hours per  
week do you work? 

HOME PHONE NO.

WORK PHONE NO.

Employment Date (MM/DD/YYYY)

/      /

/      /



POLICYHOLDER NAME BIRTH DATE (MM/DD/YYYY) 

/        /
SEX

MALE   FEMALE

RELATIONSHIP TO  
APPLICANT

GROUP No. or 
Policy/ID NO.

EMPLOYER'S NAME EMPLOYMENT DATE (MM/DD/YYYY) 

/        /

 EFFECTIVE DATE (MM/DD/YYYY) 

/        /
WILL COVERAGE BE CONTINUED? YES   NO 

IF NO, EXPECTED CANCEL DATE

NAME AND ADDRESS OF OTHER INSURANCE COMPANY, TPA, HMO TYPE OF POLICY   n SELF    n FAMILY   
n EMPLOYEE/SPOUSE       n EMPLOYEE/CHILD

LIST ALL THOSE COVERED BY PREVIOUS/OTHER CARRIER

70376.0708

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

name of student (first, last) name of school, city, state current semester enrolled
spring   Fall   Summer

undergraduate
graduate program

# hours enrolled

SECTION 5 — does anyone listed on this application have dental insurance? n YES   n NO   if yes, complete the following 

Signature of applicant (employee) — I agree to all the terms of this application 

X
date signed

/      /

Please complete this section for all dependents listed on previous page and applying for coverage that are over age 19 and under age 23 and are 
full-time students at an accredited school, college or university.

SECTION 7 — dental application agreement

please read and review the terms of this application before signing

SECTION 6 — students over age 19

I and any other persons whose names appear on this application hereby apply for coverage from Blue Cross and  
Blue Shield of Oklahoma as indicated in this application.

I understand and agree to the items listed below:

�This is an application only, and I should not cancel any existing dental coverage unless and until I am notified in writing •	
by Blue Cross and Blue Shield of Oklahoma if my acceptance.

�I, on behalf of myself and any persons whose names appear on this application, hereby apply for coverage from  •	
Blue Cross and Blue Shield of Oklahoma as stated in this application. I have read all the statements on this application 
and represent that they are true and complete. I understand that any false or incomplete information can result in 
retroactive cancellation of coverage for all persons under the membership, and I will repay promptly any  benefit 
payments to which persons covered under this membership were not entitled.

�Any insurance agent, dentist, or other person who knowingly and willfully makes a false or fraudulent statement or •	
representation relative to any application for insurance, or who  makes any such statement to obtain a fee, commission, 
money or benefit shall be guilty of a misdemeanor (title 36, section 1204 of the oklahoma state statutes).

�I authorize any dentist, physician, practitioner, hospital or other institution to release, disclose and furnish Blue Cross •	
and Blue Shield of Oklahoma for its review and retention in connection with any application for dental coverage and 
future claims, all information, records, or copies of records relating to medical history and conditions, including, but not 
limited to diagnosis, treatment, care, surgery, and the dates thereof.

�I authorize my employer, as my agent, to deduct the amount of charges from my wages or salary for the purpose of •	
paying my membership charges to the plan.

Warning: any person who knowingly, and with intent to injure, defraud or deceive any insurer, 
makes any claim for the proceeds of an insurance policy containing any false, incomplete or 
misleading information is guilty of a felony.


