
DDTN SS 2 CF (Rev 6/09) 

 
                                             CHANGE FORM 

        Delta Dental of Tennessee 
        240 Venture Circle 
        Nashville, TN  37228-1699 
        Telephone 800-223-3104 

 
 

GROUP 
NUMBER 

 
   

SUBLOCATION 
NUMBER 

 
    

GROUP 
NAME 

 
  

 
 
 

 
 
 
 

If terminating or adding a dependent(s) ONLY, use  ‘Drop (D)/Add (A)’ box below 
  
 

D       A 

 
FIRST NAME & M.I.  
(LAST NAME IF DIFFERENT)   

SEX  
BIRTH 
DATE 

 
REASON 

 
EFFECTIVE 

DATE M F 

  SPOUSE: 
 

     

  CHILD: 
 

     

  CHILD: 
 

     

  CHILD: 
 

     

  CHILD: 
 

     

  
CHANGE NAME  From:  To:  
 

CHANGE ADDRESS To:  

   

 

CHANGE SUBLOCATIONS: From:   To:  Effective Date:   

 

TO TERMINATE EMPLOYEE COVERAGE, PLACE EFFECTIVE DATE HERE:___________ _______
 
(Rehired Employees and COBRA enrollees should fill out a new enrollment form) 
 

Signature:  Date:  
 

SOCIAL SECURITY NUMBER 

FIRST NAME   M LAST NAME 

                               

           


