
      Massachusetts Federal Employees Dental Plan ENROLLMENT FORM  
      Delta Dental of Massachusetts  

P.O. Box 9695 PLEASE PRINT OR TYPE Boston, Massachusetts, 02114-9695  

BE SURE FORM IS COMPLETED IN FULL TO ENSURE ENROLLMENT  
Customer Service: (617) 886-1234 Toll Free (800) 872-0500 Corporate Office: (617) 886-1000 MA & NAT’L Toll Free (800) 451-1249 Sponsored by Hanscom Federal Credit Union Fax: (617) 886-1293 www.deltadentalma.com  

I certify that all information is true and correct to the best of my knowledge. I understand my enrollment from needs to be received by Delta Dental by the 15th of the month in order to be effective the 1st. of the following month. I agree 
to make premium funds available on the 20th of each month and authorize Delta Dental of Massachusetts to withdraw funds from my credit union account listed above. I understand that if the funds are not available or payment is not 
otherwise timely made, I will no longer be eligible for coverage. I understand the above rates are valid for the period of 7/1/20-6/30/22 and are subject to change at the end of the contract period, provided Delta Dental gives me a 60-day 
advance notice. I have read and understand all the above information. 

DDP-686-Federal Employee (04/11) 
Your signature (Form will not be processed without signature.) Date  

 

 

07/1/20-06/30/22 


