
Social Security Number First Name MI                    Last Name Sex M/F        Date of Birth

Employee

Spouse

Domestic Partner

Child #1

Child #2

Child #3

Child #4

(use reverse side of this form for additional dependents)
Important:
Does Spouse/Domestic Partner have a Dental plan at his/her place of work?      Yes ■■ No ■■ With whom?
If Spouse/Domestic Partner has coverage, are dependents covered under his/her plan? Yes ■■  No ■■

MEMBERSHIP ENROLLMENT CARD

101 JFK Parkway, Short Hills, NJ 07078 Employee Signature Date

Name of Group Effective Date Master Policy No.

Employee Home Address ___________________________________________________________________________________________________________________________
Street City State Zip
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