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California Public Employees' Retirement SystemP.O. Box 942714Sacramento, CA 94229-2714
DENTAL PLAN ENROLLMENT AUTHORIZATION
CSU-692 (CSU Rev. 03/13)
Health Benefit Plan Enrollment Form 
1.  TYPE OF ACTION
      (Check One)
1.  Select one of the following checkboxes to indicate the type of action for using this form
Select from three checkboxes: a. New enrollment, b. Change of coverage, or c. Cancel all coverage
2.
A  C C  O T  D  I  E O N 
This column will allow for the Action Code
LIST ALL PERSONS (including self) TO BE ENROLLED IN DENTAL PLAN:
This column should be used to list all persons (including self) to be enrolled in the basic plan
DATE OF BIRTH
This column should be used to list the date of birth of each enrollee
FAMILY RELATIONSHIP
This column should be used to indicate the family relationship of each enrollee
GENDER
This column should be used to indicate the gender of each enrollee
C O D E
This column will allow for the code
For each person to be enrolled in the basic plan, please list their name and social security number on the appropriate lines
      
      
      
      
Send completed form to: State Controller's Office PPSD PO Box 942850 Sacramento, CA 94250-5878
California Public Employees' Retirement SystemP.O. Box 942714Sacramento, CA 94229-2714
Sections A, B, C and D)
SECTION A
4.  GENDER
6.  Select from the following checkboxes to indicate your gender as male or female
3.  MARRIED
7.  Select from the following checkboxes to indicate your status as married or not married
SECTION B
3.  When changing family member enrollment, list all family members currently enrolled, as well as family members to be added and/or deleted.  Enter the action code A (Add) and/or D (Delete) beside the names of only those members to be added or deleted.
SECTION C
Is RDP a Tax Dependent?
Insert your social security number
DP Dependent Certification Form On File?
Insert your social security number
SECTION D - Employee and Employer Authorization
  1.  Check one below:
1.  Select one of the following checkboxes to indicate the type of action for using this form
Select from three checkboxes: a. New enrollment, b. Change of coverage, or c. Cancel all coverage
PRIOR DENTAL PLAN INFORMATION
18.  Remarks
 
I hereby certify under penalty of perjury as follows:  That I am a duly appointed, qualified and acting officer of the above named agency, and that payment by the agency as provided by Sections 22870-22905 of the Government Code is hereby approved.  Final determination of eligibility for the enrollment action specified will be made by the Board of Administration, Public Employees' Retirement System, in accordance with the Public Employees' Medical and Hospital Care Act and the regulations implementing the Act.
9.0.0.2.20101008.1.734229
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