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R E T I R E E  G R O U P  D E N T A L  I N S U R A N C E  A P P L I C A T I O N  
 

 
� NEW RETIREE ENROLLMENT 
� CHANGE ENROLLMENT OPTIONS 

   

� EMPLOYEE  ONLY 
� FAMILY                      

DENTAL CHOICE 
� PREVENTIVE ONLY � PREVENTIVE & OPTIONAL 

 

EMPLOYEE INFORMATION 
AGENCY NAME(S) AND NUMBER(S) RETIRING FROM  
 

DATE OF BIRTH GENDER 
� MALE        � FEMALE 

EMPLOYEE NAME      FIRST                           MI                                                        LAST 
 

SOCIAL SECURITY NUMBER MARITAL STATUS 
� SINGLE        
� MARRIED 

ADDRESS 
 

CITY                                                          STATE                  ZIP CODE 

RETIREMENT DATE 
 

HOME PHONE NUMBER OTHER TELEPHONE NUMBER 

 

ENROLLMENT INFORMATION 
 
RELATIONSHIP 

 
                    FAMILY MEMBER’S NAME 
FIRST                         MI                        LAST 

 
DATE 

OF 
BIRTH 

 
SEX 

 
SOCIAL 

SECURITY 
NUMBER 

GROUP 
INSURANCE USE 

ONLY 
(EFFECTIVE DATE) 

SPOUSE      
CHILD      
CHILD      
CHILD      
CHILD      
** INCLUDE PROOF OF FULL TIME STUDENT STATUS FOR EACH DEPENDENT CHILD AGE 19 – 25. 
I hereby accept the Group Dental Plan as indicated above and authorize any required employee contributions to be deducted from my earnings through 
payroll deduction until cancellation of the coverage as outlined in the benefit plan booklet.  I accept the responsibility of notifying the Employees’ Group 
Insurance office of any changes for myself, my spouse or dependents that would affect eligibility for coverage, premium amounts or payments.  Under the 
penalty of perjury, I declare that the information I have furnished, to the best of my knowledge and belief, is true, correct and complete. 
 
 
 

Signature: _____________________________________________________________________   Date: ________________________________________ 
 

DECLINE OR WITHDRAWAL OF COVERAGE  PLEASE INDICATE REASON FOR DROPPING COVERAGE 

 
RELATIONSHIP 

 
FAMILY MEMBER’S NAME 

 
DATE 

OF 
BIRTH

IS THIS INDIVIDUAL COVERED WITH AN 
EMPLOYER GROUP ELSEWHERE? 

YES                        NO 

GROUP 
INSURANCE USE 

ONLY 
(EFFECTIVE DATE) 

EMPLOYEE     
SPOUSE     
CHILD     
CHILD     
CHILD     

 

 

I have been given an opportunity to participate in the Group Dental Plan with the State of Wyoming Group Insurance Program.  The benefits have been 
explained to me and I understand that if I delay in enrolling until after the initial period of eligibility, I and/or my dependents will not be able to enroll at a later 
date. 
 
 
Signature: _____________________________________________________________________   Date: ________________________________________ 
 

  EGI RECEIPT : 
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Preventive Dental Coverage - The premium for dental is only single or family, so even with just an 
employee and spouse, it is still considered family. Preventive dental covers two cleanings per year 
(separated by at least 5 months) and certain x-rays. The preventive has no deductible and services are 
covered at 100%. PLEASE SEE PLAN BOOKLET FOR COMPLETE ELIGIBILITY AND BENEFITS.  

Optional Dental Coverage - Optional dental covers restorative or corrective work such as cavities, 
crowns etc. There is a $50 deductible per person with a maximum $100 deductible per family. After the 
deductible, the benefits are paid at 50% (of maximum allowable cost) for both basic and major services. 
There is a limit to the benefits paid, which is $1,500 per person per calendar year. If a retiree declines or 
withdraws from coverage, they will not be able to re-enroll. PLEASE SEE PLAN BOOKLET FOR 
COMPLETE ELIGIBILITY AND BENEFITS.  

Student Status (19 years - 25 years) - Please see your plan booklet for complete details on dependent 
eligibility. Once a child turns 19, Employees' Group Insurance requires verification that the student is 
enrolled as a full time student in high school, an accredited college or trade school to remain covered. 
The verification must indicate the student's name, the semester and year enrolled, and that the student 
is attending full time as defined by the school. When proper verification has been provided for the spring 
semester, Employees' Group Insurance will update the student's eligibility (coverage) through August 
31st of that year. Once verification of the fall semester has been provided, the student's eligibility will be 
updated through December 31st of that year. If at any point a student stops attending school full time, 
coverage would end at the end of the month that the student attended school full-time, as long as the 
student is less than 25 years old at the beginning of that month. Employees' Group Insurance must 
receive the verification every semester that the student is enrolled in school full-time, or coverage will be 
terminated. Coverage for a student ends the last day of the month in which they turn 25 regardless of 
their student status.  

Signature Line - There are two signature lines on the applications, one to accept coverage and one to 
decline or waive coverage. Please do not sign both.  

Please contact Employees' Group Insurance at 800-891-9241 or 307-777-6835 if you have any 
questions. 

Return completed form to:    Employees’ Group Insurance  
     2001 Capitol Avenue – Room 106 
     Cheyenne, WY  82002 


