
   Revised 1/07 

 
                                     

APPLICATION FOR PARTICIPATION 
IN THE AOI HEALTHCHOICE PROGRAM  

 
           DENTAL-ONLY COVERAGE 

 
EMPLOYEE ENROLLMENT/CHANGE FORM  

 
SECTION 1 - To be completed by EMPLOYEE (please type or print).  Complete all appropriate boxes. 

EMPLOYEE LAST NAME, FIRST, M.I. 

 

SOCIAL SECURITY NUMBER HOME PHONE WORK PHONE 

 

HOME ADDRESS - STREET & NUMBER APT. NO. CITY/STATE 
 
 

ZIP MARITAL STATUS 
 

PRIOR DENTAL COVERAGE     
 
Please name prior dental carrier and provide dates of enrollment:    ______________________________________________ 
 
From _________________________ to ____________________________. 
TO EMPLOYEE:  Please complete all boxes for each person listed below, including yourself.  If you are listing more than five (5) dependents, please obtain 
another Enrollment/Change Form from your employer and complete the dependent section only.  If other than son or daughter is designated as a dependent, 
please provide legal proof of guardianship with the Enrollment/Change Form. 
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Relationship 
To Employee 

Last Name First M.I. Date of Birth Sex Social 
Security 
Number 

 
 

 01 Employee     

 
 

 02 Spouse     

 
 

 03     

 
 

 04     

I apply for enrollment as indicated on this application.  I declare that to the best of my knowledge I am eligible for the coverage requested.  I hereby 
authorize any hospital, health plan, insurer, or other organization or person having any records, data, or information concerning health history or medical 
insurance for me or my family members to furnish such records, data, or information as may be required by the plan selected, or their duly authorized 
representative.  I authorize any person, organization, health plan or insurance company to furnish or obtain any information regarding benefits to which I 
may be entitled.  I also authorize my employer/group to deduct from my pay the cost for the coverage selected.  I have listed all family members to be covered 
by this program (applies to new enrollment only).  The changes on this form supersede all previous forms I have submitted.  I certify that the information on 
this form is true, correct and complete. 
Signature of Employee     Date Signed 
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SECTION II--To be completed by EMPLOYEE If coverage is waived.  (If you waive coverage, you cannot enroll in AOI HealthChoice until the first 
of the month following the next annual open enrollment period or the loss of coverage under another plan, death of a spouse or divorce.) 
 
If you are declining coverage for yourself or your dependents (including your spouse) because of other dental insurance coverage, you may in the 
future be able to enroll yourself or your dependents in this plan, provided that you request enrollment within 30 days after your coverage ends.  In 
addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your 
dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption. 
 
WAIVER OF COVERAGE 
 
Employee Name (Last)_______________________________(First)_______________________(M.I.)________(S.S.#) ____________________  
 
I am waiving coverage at this time (for ____Self  ____Dependents) because (complete one of the following): 
 
I/my dependents have coverage under another plan:____________________________________________________________________________  
 
I/my dependents do not have coverage under another plan, but I am not enrolling because: _____________________________________________  
 
Employee Signature _______________________________________________   Date Signed _________________________________________  
 
 
SECTION III – To be completed by EMPLOYER 
 
Employer Name __________________________________________________ Division____________________________________________  
 
Employee Date of Hire _________________________________________ Employee Class (if applicable) ______________________________  
 
Effective Date of Coverage __________________________________________ Group Number ______________________________________  
 
Check One ____________Open Enrollment   ___________New Employee ______________Change _____________Cancellation 
 
Effective Date of Change or Cancellation ____________________________________________________________________________________  
 
Check Type of Change which Applies: 
 
______ Add Dependent ______ Name Change 
 _____     Add/Change Dental coverage                                                             _____     Cancel dental coverage 
______ Address Change ______ Reinstatement of Coverage 
______ Cancel All Coverage                                                                           _____  Cancel All Dependents 
______ Convert to COBRA:    _____18 months   _____36 months  _____ Cancel Named Dependents (as listed by the Employee) 
    
  Reason ______________________________________________________________________________________________________  
  _______________________________________________________________________________________________________  
  _______________________________________________________________________________________________________  
 
Employer Signature 
I certify, to the best of my knowledge, the information reported is true and accurate. 
 
Employer Representative/Title_______________________________________________________ Date_______________________________  
 
Please retain a copy for your records and return original to: 
       AOI HealthChoice 
       P.O. Box 22389 
       Portland, OR 97269 
       Ph:  503-968-2360  - Toll Free:  1-866-477-5336 
       Fax:  503-968-2817 – Toll Free:  1-866-477-5335 

 


