
CSU DENTAL ADMINISTRATIVE GUIDE           APPENDIX D 
 

REQUEST FOR CONTINUED DENTAL PLAN COVERAGE AND DIRECT 
PAYMENT AUTHORIZATION, OR TERMINATION OF ENROLLMENT 

 
PART A – EMPLOYEE INFORMATION 
1. Full Name: 
(First ) (Middle) (Last ) 

2. Social Security Number: 3. Home Phone: 
4. Mailing Address: 
(Street Address) 
 
(City) (State) (Zip Code) 

 
 

PART B - EMPLOYEE TO SIGN TO DECLINE CONTINUED COVERAGE 
 
5. Employee’s Signature: _____________________________ 

 
6. Date: ___________________ 

 

PART C - EMPLOYEE TO SIGN TO REQUEST CONTINUED COVERAGE 
 
6.  I request continuance of my dental plan coverage during the time I will be temporarily off pay status.  

I agree to make direct payment of the total premium to my dental plan carrier.  I understand that 
failure to make timely premium payments and/or failure to notify the carrier of loss of eligibility 
during my leave status will result in termination of my coverage and the carrier’s liability while off 
pay status.  I understand that I will not be billed by the carrier and that I must pay the premium for 
the month in which I return to pay status. 

 
     I agree to pay (Please check appropriate carrier): 

 
Delta Dental Plan of California ___ 
12898 Towne Center Drive 
Cerritos, CA 90703 
Attention: Direct Payment 

  
PMI DeltaCare ___ 
12898 Towne Center Drive 
Cerritos, CA  90703 
Attention: Eligibility 
 

Policy Number: 4018  Policy Number:  2M75/2M79 
 
A total of $ _________ each quarter ($ _____ per month x 3 months), in advance, beginning with 
the month of ___________________, 20_____.* Checks must be made payable to the carrier 
indicated above, prior to the tenth (10th) of the month immediately preceding the beginning of each 
quarter.  I understand that if I return to active services before completion of a paid quarter, refund 
will be made only for full months of overpayment. (Partial months can not be refunded.) 

 
     Employee’s Signature: ________________________________ 
 
    Note: The campus needs to fill out the reverse side of this form. 

 
Date: ______________________ 
 

*  If the time in non-pay status is less than three months, only the actual premium must be paid. 
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CSU DENTAL ADMINISTRATIVE GUIDE            APPENDIX D 

 

PART D - REASON FOR DIRECT PAY 
 7. Type of Absence: 
 
 

 8. Dates of Absence:   From  ________________   to  __________________. 

 9. Last Pay Period Premium Deduction was made or will be made: _____________ 

10. Employee to pay for the months of  ________________ through  ________________. 
11. Employment  Information: 
 

Campus: 
__________________________________________________________________________________ 
 
Address: 
__________________________________________________________________________________ 
 
Agency Code: ______________________    Employee’s Bargaining Unit Code: ______________ 

 
12. I certify that all of the above information is correct according to our records: 
 
      _____________________________________________     _____________________     ______________ 
      Signature of Benefits Officer or Assistant                               Phone Number                       Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Distribution: 
 

• If employee chooses not to continue, one copy to employee and one to file 
• If employee chooses to direct pay, one copy to employee, one to file and one to carrier. 
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