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CFPB Dental Enrollment/Change Form
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Place an “X” next to all that apply.
             
New Enrollment

Qualifying Event

Add or Delete Dependents

Other

Change of Address




NOTE:  PLEASE COMPLETE ALL INFORMATION
Employee:  (Last Name, First Name, & Middle Initial) 
 
 Gender: (Male or Female)
Social Security Number: 
 
Date of Birth: (Month, Day, Year) 
Marital Status: (Married, Single, or Divorced)
Complete Address: (Street, Apartment # (if applicable), City, State, Zip Code) 
 
 
 
Home Telephone Number: 
 
 
 
Work Telephone Number: 
E-mail Address: 
LIST ALL COVERED DEPENDENTS
NOTE: 
1.  If a dependent is a full-time student age 22 or older, or up to age 25, student verification will be requested. 
2.  When enrolling a domestic partner, please ensure that an Affidavit of Domestic Partnership for Benefits Coverage is on file with  
     the Human Capital office. 
Eligibility
Last Name , First Name M.I.
Dependent Gender (Male or Female)
Social Security Number
Date of Birth
Spouse: 
 
 
 
 
 
Domestic Partner: 
 
 
 
 
 
Dependent: 
 
 
 
 
 
Dependent: 
 
 
 
 
 
Dependent: 
 
 
 
 
 
Dependent: 
 
 
 
 
 
Dependent: 
 
 
 
 
 
Employee Signature: 
 
 
Date: 
HC Signature: 
 
 
Date: 
Effective Date of Coverage: 


 





RETURN COMPLETED FORM TO CFPB 
by email to
CFPB_HRBenefits@cfpb.gov
or mail to CFPB (Benefits Team)      
1700 G ST, NW – Room 2E-067
Washington, DC 20552
07/2013 
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