ACS|G/EDGE DELTA DENTAL TO ENSURE PROPER CREDIT, PLEASE RETURN‘ THIS 'PAGE WITH YOUR PAYMENT!

BILLING CHANGE REQUESTS ADDITIONAL ADDITIONS OR TERMINATIONS SHOULD BE ENTERED ON AN

ADDITIONAL FORM WITH THE REQUIRED INFORMATION DETAILED BELOW.

Group Name “ Group/Division Number

Contract Name ' Contact Phone ( ) Date Submitted

Please attach enrollment form.
Name change, address change, add/delete dependent(s) - include name and date of birth of dependent.
Indicate group employee is transferring FROM and group employee it transferring TO. (9/04 - 4,000)

xXnp
o
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