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REQUEST FOR CHANGE OF MEMBER ADDRESS
To ensure your protected health information is kept private and secured, this form must be used for changing a member’s address currently on file with Delta Dental of New Jersey.  Please complete the information requested below and forward to your Benefit Administrator.  The Benefit Administrator will need to sign and forward the form to Delta Dental of New Jersey for updating of your address information.  Please allow 5-7 business days for the update to be completed once it is received by Delta Dental.  Thank you.

Member Name: 
__________________________________________________

Member ID: 

__________________________________________________

Group Name:

__________________________________________________

Group Number:
______________________ 
 Sublocation: _______________

Effective Date of New Address: __________________________________________

New Address:

__________________________________________________




__________________________________________________

City, State, & ZIP Code: ________________________________________________

_____________________________________________

______________

Member Signature 






Date




















































































































































































EN-05/09




________________________________________	________________


Benefit Administrator Signature 			Date





Date Sent to Delta Dental:	__________________





FOR DELTA DENTAL INTERNAL PURPOSES ONLY:





Date Received: ________________    


Date Verified:   ________________


Date Updated:   ________________








