County Of Sacramento
Delta Dental Enrollment Form
Instructions

Employee Benefits Office
/700 H Street, Room 6750
Sacramento, CA 95814
Phone: (916) 874-2020
Fax: (916) 874-4621
PSDBenefits@saccounty.net

http://www.hra.saccounty.net/employ/ben/content.htm

Open for instructions to complete the enrollment form.



Active Employee Dental Enrollment Form

1. Complete Part A “Enrollee” information — Full name, Social Security Number, Employment Date, Birthdate, etc

2. Complete Part B “Change to Existing Enroliment” to show “New Enroliment.” Complete “Date of Event” to show
your hire date.

3. Complete Part C “Dependents” if applicable to show your spouse, domestic partner, and/or eligible children. The
County pays 100% of the cost for you and your eligible dependents.

A copy of your marriage certificate/California Domestic Partnership Registration form is required.
b. A copy of birth certificate/adoption/legal guardianship or Dependent Certification Affidavit is required.

C. A dependent 19 to 24 years old must be a full-time student. A copy of his/her class schedule or County full-
time student verification form is required.

4, Sign and date the dental application form.

NOTE: Additional forms are available on our website at http://www.hra.saccounty.net/employ/ben/content.htm
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