
  
 
 
 
 
 
Group Name ______________________________________________ 
 
 
We have notified our employees participating in our dental plan of the 
change of carrier, benefits and rates. 
 
 
Signature    Title 
 
 
________________________  ________________________ 
 
 
Date 
 
__________________ 
 

Dental Carrier Change Form
Group Dental Coverage Provided by  
United HealthCare Insurance Company 


