
Dental Source Dental Health Care Plans Subsidir'-rjes SAFEGUARD· Sf. LOllis Del/tol Serl'ice - Corporate Dentol 

Membership Change Request Form 

IMPORTANT· PLEASE READ Please complete the member information portion of this form regardless of your type of change. Dental Source 
must receive all changes no later than the 25th of the month to be effective by the 1st of the following month. 

Part 1 

(month/day/year) o Male 

TYPE OF CHANGE: 

o COBRA 
o DENTIST Q OTHER (Explain) 
o CONVERTING TO AN INDIVIDUAL PLAN 
o ADDRESS 
o DEPENDENT 
o TERMINATION 

REASON FOR CHANGE:· (Attach additional page if needed.) 


UI:t'I:NUI:N I INt"VKMAIIVN: {uepenoems are aennea as a spouse. legallY aepenoent CI1l1aren to aQe 1\::1 ana IUn nme conege stuaents to age £~.l 


NAME RELATION TO 

Part 2 LAST FIRST 
DATE OF BIRTH SEX 

APPLICANT $ 
MI 

Q Add 
a Delete 

a Add 
a Delete 

a Add 
a Delete 

DENTIST INFORMATION: 
If changing dentists. please select a participating general dentist from the Dental Source networ1<. Be sure that the dentist you select is 
accepting new patients. If you have questions regarding dentist in your area, please contact Dental Source at (816) 523-8900. 

Part 3 

NUMBER 

Part 4 
I HEREBY REOUEST THE ABOVE CHANGES BE MADE TO MY ACCOUNT WITH DENTAL SOURCE OF MISSOURI & KANSAS. INC. 

-SIGNATURF """DATE: 

Dental Source ofMissouri & Kansas, Inc. • 9091 State Line, Ste: 101 • Kansas City, MO 64114 • (816) 523-8900 .(800) 369-3485 .(816) 523-8988 fax 


