
www.DeltaDentalMN.org MNINDVisionA-D_2026Page 1  

Subscriber 
Name (First) 

Example 

(M.I.) (Last) 

Birth Date Sex Subscriber Social Security Number - Requested but not required 

– – 

Street Address 

City State ZIP Code 

– 

Email Address (Optional) Telephone Number 

– 

– –

(Requested date of new coverage, change in coverage or termination) 

*New enrollments must start on the first of a future month, except for
newborn or newly adopted dependents.
*Requested termination date must be the last day of the current or a
future month (except in the case of death)
*If change, reason for change

Birth Date 

Dependent Child Information #1 
Dependent Child Name (First) (M.I.)   (Last) 

Birth Date Sex 

Enrollment or Update Form for: 
Individual and Family Dental Plans

Individual and Family Dental + Vision Plans

Enroll online now at www.DeltaDentalMN.org/shop/ or complete this application and mail (along with a check) if applicable, to: 

Delta Dental of Minnesota 
Individual and Family Plans
PO Box 74008400 
Chicago, IL 60674-8400

If you have any questions about filling out this form, please contact our Individual Customer Service at (855) 643-3582. 

This section must be completed for us to process your enrollment or update your records. Please print clearly. 

New Enrollment—Check for first-time enrollment

Change/Correction to Information—Check if any changes are being submitted on this form 

Termination of Benefits—Check only if you are terminating coverage for you and/or your dependents

Male Female 

New Coverage / Change / Termination Effective Date * 

– 

Check here 
if this is a 
new address

Spouse Information (Please complete this section if you are enrolling your spouse for the first time or if you have checked Change/Correction above and 
are changing information about your spouse that was previously submitted. You must include your spouse’s first and last names.) 

Spouse Name
(First) (M.I.) (Last)

Female 

Sex 

Male 

Male Female

Other/Prefer
not to say

Other/Prefer
not to say

Other/Prefer
not to say

http://www.deltadentalmn.org/
http://www.deltadentalmn.org/shop/or
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Dependent Child Information Continued: #2 
Dependent Child Name (First) (M.I.)  (Last) 

Birth Date 

#3 - Dependent Child Name (First) (M.I.)   (Last) 

Birth Date 

#4 - Dependent Child Name (First) (M.I.)   (Last) 

Birth Date 

#5 - Dependent Child Name (First) (M.I.)   (Last) 

Birth Date 

For additional dependents, please provide complete information on a separate piece of paper and include with this form. 

Plan and Payment Information - The amount payable for coverage varies based on the coverage option selected, the number of
people enrolled, and the payment frequency. You may choose only one option, regardless of the number of people enrolling.

Dental Plan Options (select only one):

Choose the payment method: 

Exp. Date 
– 

Cardholder Name (as it appears on card) 

- - CVV Code (last three digits on the back of your credit card)

Delta Dental Individual and Family℠  – Plan A with DeltaVision® administered by EyeMed Vision Care®
Delta Dental Individual and Family℠  – Plan B with DeltaVision® administered by EyeMed Vision Care®
Delta Dental Individual and Family℠  – Plan C with DeltaVision® administered by EyeMed Vision Care®
Delta Dental Individual and Family℠  – Plan D with DeltaVision® administered by EyeMed Vision Care®

Delta Dental Individual and Family℠  – Plan A ($50 Deductible/$2,000 Annual Plan Maximum) 
Delta Dental Individual and Family℠  – Plan B ($100 Deductible/$1,200 Annual Plan Maximum) 
Delta Dental Individual and Family℠  – Plan C ($100 Deductible/$750 Annual Plan Maximum) 
Delta Dental Individual and Family℠  – Plan D ($50 Deductible/$1,500 Annual Plan Maximum)

Dental + Vision Plan Options (select only one): 

Payment Frequency:

Annual (If you are paying by check, you must choose this option and pay the amount due in full) 
Monthly (If you are paying by credit card or automatic withdrawal, please choose this option) 

Check  payable to Delta Dental (you may pay by check only if you choose an annual payment) 

MasterCard          VISA         Discover         American Express

Card Number

Sex 

Male Female Other/Prefer
not to say

Sex 

Male Female Other/Prefer
not to say

Sex 

Male Female Other/Prefer
not to say

Sex 

Male Female Other/Prefer
not to say

http://www.deltadentalmn.org/
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1234 

$ 
DOLLARS 

MP 

Credit Card Billing Address (if different from mailing address) 

Street Address 

City State ZIP Code 
– 

Cardholder’s Signature Date 

 Automatic withdrawal from bank account Routing number Account number 

Bank Name 

Routing Number Account Number  Checking Account
 Savings Account

I hereby authorize Delta Dental of Minnesota, its subsidiaries, and its affiliates to initiate automatic withdrawals (ACH) from the 
account indicated above. This authorization will remain in effect until Delta Dental of Minnesota has received written notification 
from me of its termination and/ or my payment obligation has been satisfied. I understand that I am responsible for any fees 
incurred due to my payment being rejected for processing by my bank. 

Accountholder’s Signature Date  

John J. Doe 
Jane K. Doe 
4321 Main St. 
Anytown, MN 45678 

Pay to the order of 

XYZ Bank 
For 

I:01 0123456I: 

1-1983 1234 

$ 
DOLLARS 

MP 

987654321011" 1234 

Authorization and Verification

I have read the information contained in the application and choose to enroll or make the changes indicated. 
I understand the benefits and restrictions of this plan as stated in the material provided with the application. 
I represent to the best of my knowledge and belief, the information contained in this application is true 
and complete. I understand that coverage under this plan may be subject to rescission when an individual 
seeking coverage performs an act, or omission that constitutes fraud as well in the event an individual 
makes an intentional misrepresentation or omission of material fact, as prohibited by the terms of the 
health plan. I understand my enrollment is subject to receipt of payment and verification of funds. The start 
and end dates of coverage will be determined by Delta Dental of Minnesota and/or Health Ventures Network. 
If I decide I do not want the contract, I may return it within 10 days (or thirty days if this is a replacement 
contract) after receipt with a written statement requesting cancellation of the contract. Upon return, the 
contract will be deemed void, and any money paid will be refunded. This authorization is valid as long 
as the individual is continually insured with the insurer. At each renewal of the policy, the insurer must 
notify the insured in writing of the contents of the authorization and that the authorization remains in 
effect unless revoked.
Subscriber's Signature Date

Agent Information If an agent is assisting in the purchase of this policy, please enter the agent information below: 

Agent Name Agent NPN 

Delta Dental of Minnesota is an authorized licensee of the Delta Dental Plans Association of Oak Brook, Illinois. 
DeltaVision® is administered by EyeMed Vision Care® and underwritten by Health Ventures Network. 

I hereby authorize Delta Dental of Minnesota, its subsidiaries, and its affiliates to charge my credit card for premiums due. This 
authorization will remain in effect until Delta Dental of Minnesota has received written notice from me of its termination. If the billing 
amount changes, Delta Dental of Minnesota or Health Ventures Network, if applicable, will provide a minimum of 10 days’ notice to 
the cardholder. 

http://www.deltadentalmn.org/
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NOTICE OF NON‐DISCRIMINATION AND ACCESSIBILITY REQUIREMENTS 
Discrimination is against the law. Delta Dental of Minnesota and its affiliates, collectively referred to in this document as 
“Delta Dental of Minnesota.” Delta Dental of Minnesota complies with applicable federal civil rights laws and does not 
discriminate, exclude, or treat people differently on the basis of race, color, national origin, age, disability or sex (consistent 
with the scope of sex discrimination described at 45 CFR § 92.101(a)(2)). 

Delta Dental of Minnesota provides people with disabilities reasonable modifications and free appropriate auxiliary aids and 
services to communicate effectively with us, such as qualified sign language interpreters and written information in other 
formats (large print, audio, accessible electronic formats, other formats). This plan provides free language assistance services 
to people whose primary language is not English, which may include qualified interpreters and information written in other 
languages. 

If you need these services, please call the phone number on the back of your ID card. If you believe Delta Dental of 
Minnesota has failed to provide these services or discriminated in another way on the basis of race, color, national origin, 
age, disability or sex, you can file a grievance by contacting us by phone at 612‐224‐3300 or 877‐268‐3384; by fax at 612‐
460‐ 3102; email: legal@deltadentalmn.org; or by mail at: Delta Dental of Minnesota  Attn: Chief Compliance Officer 500 
Washington Avenue South, Suite 2060 Minneapolis, MN, 55415 

You may file a grievance in person or by mail, fax or email. If you need help filing a grievance, please call the number on 
the back of your ID card. You may also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights, electronically through the Office of Civil Rights Complaint Portal available online at: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. 

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. 
You may also contact them by phone at 1‐800‐368‐1019, 1‐800‐537‐7697 (TDD). You may contact them by mail at: U.S. 
Department of Health and Human Services 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 
20201 

FOREIGN LANGUAGE NOTIFICATIONS 
Español (Spanish) 
ATENCIÓN: Si habla español, tiene a su disposición servicios 
gratuitos de asistencia lingüística. También están 
disponibles de forma gratuita ayudas y servicios auxiliares 
para proporcionar información en formatos accesibles. 
Llame al 1-855-643-3582 (TTY: 711) o hable con su 
proveedor. 

Lus Hmoob (Hmong) 
LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob, 
muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov kev 
pab thiab cov kev pab cuam ntxiv uas tsim nyog txhawm rau 
muab lus qhia paub ua cov hom ntaub ntawv uas tuaj yeem 
nkag cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam 
tus nqi dab tsi ib yam nkaus. Hu rau 1-855-643-3582 (TTY: 
711) los sis sib tham nrog koj tus kws muab kev saib xyuas
kho mob.

Soomaali (Somali) 
DIGNIIN: Haddii aad ku hadasho Soomaali, adeegyada 
caawinta luqadda ee lacag la’aanta ah ayaa kuu heli kara. 
Kaalmooyin iyo adeegyo kale oo ku habboon si loo bixiyo 
macluumaad qaabab la heli karo ayaa sidoo kale bilaash ah. 
Wac 1-855-643-3582 (TTY: 711) ama la hadal bixiyahaaga.

中文 (Chinese Simplified) 
注意： 如果您讲中文，我们提供免费的语言帮助服务。

还提供免费的辅助工具和服务，以便以可访问的格式提

供信息。请拨打 1-855-643-3582 (TTY: 711）或与您的服

务提供者联系。 

Tiếng Việt (Vietnamese) 
CHÚ Ý: Nếu bạn nói tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ 
miễn phí có sẵn cho bạn. Các phương tiện hỗ trợ và dịch vụ 
phù hợp để cung cấp thông tin theo định dạng dễ tiếp cận 
cũng có sẵn miễn phí. Gọi 1-855-643-3582 (TTY: 711) hoặc 
nói chuyện với nhà cung cấp của bạn. 

Русский (Russian) 
ВНИМАНИЕ: Если вы говорите на русском, вам 
доступны бесплатные услуги языковой поддержки. 
Также бесплатно доступны соответствующие 
вспомогательные средства и услуги для предоставления 
информации в доступных форматах. Позвоните по 
номеру 1-855-643-3582 (TTY: 711) или обратитесь к 
вашему провайдеру.

www.DeltaDentalMN.org 

mailto:legal@deltadentalmn.org
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


ကရင ်(Karen)

အေ�ကာငး်�ကားချက်: သင်ရဲ့ဘ့ာသာစကားကုိေြပာရင်

ဘာသာစကားအကူအညီဝနေ်ဆာငမ်�များကုိ အခမ့ဲရ�ှိ�ိငုသ်ည။်

အချက်အလက်များကုိ ရယူ�ိငုရ်န ်သင်အ့တွက် သင့ေ်လျာ်ေသာ

အကူအညီများ�ငှ့ ်ဝနေ်ဆာငမ်�များလညး် အခမ့ဲရ�ိငုသ်ည။် 1-

855-643-3582 (TTY: 711) ကုိ ဖုနး်ဆက် သိုမ့ဟုတ်

သင၏်ပ့ံပုိးသူ�ငှ့ ်စကားေြပာပါ။

አማርኛ (Amharic) 
ገልጻችሁ: እንደ አማርኛ ብትናገሩ ነጻ የቋንቋ እርዳታ አገልግሎት እንዲገኝዎት 
እንችላለን። መረጃን በእንደሆኑ ቅርጸ ቅርጸቶች ለማቅረብ ሆኖ በተጨማሪ 
ማስተካከያ ድጋፍና አገልግሎቶች እንደሆኑ እንግዲህ በነጻ ይገኛሉ። በቁጥር 1-
855-643-3582 (TTY: 711) ያነጋግሩ ወይም ከአገልግሎት ተመን
እንዲደውልዎት እንዲችሉ ያገልግሉልዎታል።

Français (French) 
ATTENTION : Si vous parlez français, des services 
d’assistance linguistique gratuits sont à votre disposition. 
Des aides et services auxiliaires appropriés pour fournir des 
informations dans des formats accessibles sont également 
disponibles gratuitement. Appelez le 1-855-643-3582 (TTY : 
711) ou parlez à votre fournisseur.

 (Arabic) الع���ة 
 تنب�ه :إذا  كنت  تتحدث الع���ة، تتوفر لك خدمات المساعدة اللغ��ة 
 المجان�ة .كما تتوفر المساعدات والخدمات الملائمة لتقد�م المعلومات
  .اتصل ع� الرقم  3582-643-855-1

�
 بصيغ �مكن الوصول إليها  مجانا

(TTY: 711) أو تحدث إ� مقدم  الخدمة  الخاص  بك. 

ລາວ (Laotian) 
ແຈ້ງເຕືອນ: ຖ້າເຂົ ້ າໃຊ້ພາສາລາວ,
ບໍ່ ເສຍຄ່າບໍ່ ມີ ໃຫ້ບໍ່ ເພີມສະໜອງບໍ່ ເປັນບໍ່ ມີ ໃຫ້. 
ບໍ່ ເສຍຄ່າບໍ່ ມີ ໃຫ້ສໍ າລັບການເຂົ ້ າໄປຂະບວນທີ່ ສະດວກ 
ສະເໜອງຂໍ ້ ມູນ. ໂທໄປ 1-855-643-3582 (TTY: 711) ຫືຼ
ສົນທະນາກັບຜູ້ໃຫໝ່ເພ່ີມອອກ. 

Tagalog (Tagalog) 
PAUNAWA: Kung ikaw ay nagsasalita ng Tagalog, mayroon 
kang access sa mga libreng serbisyo ng tulong sa wika. 
Magagamit din nang libre ang mga naaangkop na kagamitan 
at karagdagang serbisyo upang magbigay ng impormasyon 
sa mga format na maa-access. Tumawag sa 1-855-643-3582 
(TTY: 711) o makipag-usap sa iyong tagapagbigay. 

Deutsch (German) 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen 
kostenlose Sprachassistenzdienste zur Verfügung. Auch 
geeignete Hilfsmittel und unterstützende Dienstleistungen, 
um Informationen in barrierefreien Formaten 
bereitzustellen, sind kostenlos verfügbar. Rufen Sie 1-855-
643-3582 (TTY: 711) an oder sprechen Sie mit Ihrem
Anbieter.

한국어(Korean) 

주의: 한국어를 사용하시는 경우, 무료 언어 지원 

서비스가 제공됩니다. 접근 가능한 형식으로 정보를 

제공하기 위한 적절한 보조 및 지원 서비스도 무료로 

제공됩니다. 1-855-643-3582 (TTY: 711)로 전화하시거나 

제공자와 상담해 주십시오. 

Afaan Oromoo (Oromo) 
MEEKAA: Yoo Afaan Oromoo dubbattu, tajaajilawwan 
gargaarsa afaan bilisaa siif kennameera. Deeggarsa fi 
tajaajilawwan garaagarummaa odeeffannoo akka argachuuf 
ni kennama. Bilbila 1-855-643-3582 (TTY: 711) tuquu 
yookaan tajaajiltuu kee waliin haasa'uu.

Khmer (Cambodian) ចំណ‌៖ំ 
្របសិនេបើអ្នកនិយ‌យភាសាែខ្មរេហើយ 
អ្នកឣ‍ចទទួលបានេសវ‌ជំនួយភាសាǥឥតគិតៃថ្ល។ េសវ‌កម្ម  
និងជំនួយេផ្សងៗស្រមាᶰប់ផ្តល់ព័ត៌មាᶰនក� �ង្រទង់្រទា✐យែដល
ឣ‍ចចូលដំេណើរកាɘរ
្រត�វបានផ្តល់ឱ្យេដ‌យឥតគិតៃថ្លផងែដរ។ 
សូមទំន‌ក់ទំនងេ�េលខ 1-855-643-3582 (TTY: 711) 
ឬនិយ‌យជ‌មួយអ្នកផ្គត់ផ្គង់របស់អ្នក។ 

日本語 (Japanese) 
注意: 日本語を話す場合は、無料の言語支援サービス

をご利用いただけます。 アクセス可能な形式で情報を

提供するための適切な補助具およびサービスも無料で

提供されます。 1-855-643-3582（TTY: 711）までお電話

いただくか、提供者にお問い合わせください。 

नेपाल� (Nepali)

सावधान: य�द तपाईं नेपाल� बोल्नुहुन्छ भने, �नःशुल्क भाषा
सहायता सेवाहरू उपलब्ध छन।् पहँुचयोग्य ढाँचामा जानकार�
प्रदान गनर् उपयुक्त सहायक साधन र सेवाहरू प�न �नःशुल्क
उपलब्ध छन।् 1-855-643-3582 (TTY: 711) मा कल गनुर्होस ्वा
तपाईंको प्रदायकसँग कुरा गनुर्होस।् 

Norsk (Norwegian) 
OPPMERKSOMHET: Hvis du snakker norsk, er gratis 
språkhjelpstjenester tilgjengelige for deg. Passende 
hjelpemidler og støtteordninger for å gi informasjon i 
tilgjengelige formater er også tilgjengelige gratis. Ring 1-
855-643-3582 (TTY: 711) eller snakk med leverandøren din.

Lakȟólʼiya (Lakota) 
TAŋKÁ YÁ: Tókȟa tȟokáǧe tȟáŋka šni, wíyakA tȟokáčhe hwo, 
ečíya wíyakA tȟokáčhe kta na oȟúŋke šni wíyakA kiŋ. WíyakA 
1-855-643-3582 (TTY: 711) wíyakA, wíyakA kiŋ šni yuhá.
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