
DENT AL ENROLLMENT APPLICATION 

AND CHANGE OF INFORMATION FORM 

Willamette Dental of Washington, Inc., 6950 NE Campus Way, Hillsboro, OR 97124 Willamette 
Please print your answers clearly in ink and fill out both sides of this form so Dental Group 
we can process your application quickly. Thank you. 

1. l'M FILLING OUT THIS APPLICATION BECAUSE I AM ...

□ a new applicant □ a retiree

□ a current member who is: (select a box below)
□ changing my name □ changing my address □ changing my dependents □ terminating my coverage
Due to: □ open enrollment □ qualifying event (marriage, adoption, birth, loss of their coverage)

Date of qualifying event: ______ _ 

□ a COBRA member: (select a box below)

□ 18 months □ 29 months □ 36 months
Date of Continuation Qualifying Event ______ _

2. MY EMPLOYER INFORMATION IS ...

Name of Employer: Group ID: Effective Date: 

Work Address: City: $tate: Zip: 

Work Telephone Number: Occupation: Date of Hire: 

3. MY INFORMATION IS ...

Name (Last, First, Middle Initial) Social Security Number: Gender: 

Home Address: K:ity/State/Zi p: Telephone Number: 

E-mail Address: Date of Birth: Previous Name, if applicable: 

4. I WANT TO ENROLL MY ...

Legal Spouse or Domestic Partner Social Security Number Gender 
Name (Last, First, Ml) 

Date of Birth □ Spouse □ Add □ Remove
□ Domestic Partner

Dependent Child Name {Last, First, Ml) Social Security Number Gender 

Date of Birth □ Add □ Remove

Dependent Child Name {Last, First, Ml) Social Security Number Gender 

Date of Birth □ Add □ Remove

Please continue application on back ... 

003-WA (5/24)
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