HHP Enrollment Package


ENROLLMENT INSTRUCTIONS

To apply for dental and/or vision benefits, complete the application by following these six simple steps:   

Step 1 – Complete contact information.

Step 2 – Select you preferred method of billing and payments.  Please also make sure to calculate your total   

premium at the bottom of the page, as this will be your down payment and monthly premium amount (see Step 3 

for plan selections and rates).  

Step 3 – Select the plan(s) you would like to sign up for and how many employees will be enrolled in each plan. 

Step 4 - Complete Employee / Individual Enrollment Form for each individual applying for coverage.  Make

sure to include any dependent information.  

Step 5 - Each employee who chooses to waive coverage must complete the attached Waiver of Coverage Form.

Please submit the originals with your application and keep a copy for your records.
Step 6 - Return the application, enrollment forms and waivers, along with your first payment to us to begin

coverage.  You will receive a confirmation letter once you have been enrolled.  Please note that we must receive

your application for enrollment, along with payment no later than the 10th of the current month in which you

want your benefits to begin.  

We look forward to working with you.  Please feel free to contact us by phone at 916-441-2800 or by email at caps@capsplans.com if you have any questions or would like additional information.
HHP DENTAL & VISION ENROLLMENT 

STEP 1 – CONTACT INFORMATION (please print)

	HHP Member:
	

	Company:
	

	Billing Contact:
	

	Address:
	

	Address 2:
	

	City, State, Zip:
	

	Phone/ Fax:
	

	E-mail:
	

	*Total # of Full Time Employees:
	

	*Total # of Enrollees:
	


*Please note that all full time employees are required to participate in plans unless they provide a waiver of coverage.  All waivers must accompany applications for coverage.  Employees waiving coverage will not be eligible for benefits at a later date unless they can provide proof of a loss of prior coverage (see page 5 for Waiver of Coverage).  

STEP 2 – PAYMENT AND BILLING INFORMATION

Please select preferred method of billing (how you would like to receive your statements):

 FORMCHECKBOX 
 E-mail
 FORMCHECKBOX 
 Regular Mail

Please select preferred method of payment:

 FORMCHECKBOX 
 Check/ Money Order


Make Checks Payable to Capitol Association Plans
Mail Payments to P.O. Box 15245, Sacramento, CA  95851

 FORMCHECKBOX 
 *Credit Card
 FORMCHECKBOX 
  Visa   FORMCHECKBOX 
 MasterCard   FORMCHECKBOX 
 Discover

	Card Number:
	

	Expiry Date:
	

	Name on Card:
	

	Address 

(if different from above)
	

	Phone:

(if different from above)
	

	 Signature
	


* By selecting the credit card option and signing above, you are authorizing Capitol Association Plans to charge your credit card on the 1st of each month.  If you wish to cancel this transaction, you must notify Capitol Association Plans in writing at least 10 days in advance.

PREMIUM CALCULATION

See Page 3 for Plan Selection(s) & Rates
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STEP 3 – SELECT PLAN(S)

VISION PLAN

	Vision Service Plan 

	Coverage Type
	# of Employees
	Monthly Rate

	Employee Only
	
	$   11.49   

	+ One Dependent
	
	$   17.84

	Family
	
	$   28.31


DENTAL PLANS

	DeltaPreferred Option (DPO) Plan A
	
	DeltaPreferred Option (DPO) Plan A w/ Ortho

	Coverage Type
	# of Employees
	Monthly Rate
	
	Coverage Type
	# of Employees
	Monthly Rate

	Employee Only
	
	$ 47.86
	
	Employee Only
	
	$ 47.86

	+ One Dependent
	
	$ 86.54
	
	+ One Dependent
	
	$ 88.07

	Family
	
	$ 145.95
	
	Family
	
	$ 163.08


	DeltaPremier Plan 1
	
	DeltaPremier Plan 2

	Coverage Type
	# of Employees
	Monthly Rate
	
	Coverage Type
	# of Employees
	Monthly Rate

	Employee Only
	
	$ 49.22
	
	Employee Only
	
	$   40.76

	+ One Dependent
	
	$ 90.61
	
	+ One Dependent
	
	$   74.93

	Family
	
	$ 159.98
	
	Family
	
	$ 128.49


STEP 4 – EMPLOYEE/ INDVIDUAL ENROLLMENT

Please complete one form for each employee.

	Employee Name:
	

	Social Security #:
	
	Date of Birth:
	

	Home Address:
	

	City, State, Zip:
	


	Dependent:
	
	Relationship:
	

	Social Security #:
	
	Date of Birth:
	

	Dependent:
	
	Relationship:
	

	Social Security #:
	
	Date of Birth:
	

	Dependent:
	
	Relationship:
	

	Social Security #:
	
	Date of Birth: 
	

	Dependent:
	
	Relationship:
	

	Social Security #:
	
	Date of Birth:
	


Plan Choice(s):





Enrollees:

 FORMCHECKBOX 
 DeltaPreferred Option (DPO) Plan A

  
 FORMCHECKBOX 
 Employee Only  


 FORMCHECKBOX 
 DeltaPreferred Option (DPO) Plan A w/ Ortho












 FORMCHECKBOX 
 Employee + One  

 FORMCHECKBOX 
 DeltaPremier Plan 1

 FORMCHECKBOX 
 DeltaPremier Plan 2




 FORMCHECKBOX 
 Employee + Family

 FORMCHECKBOX 
 Vision Service Plan  




Employee Signature:  ________________________________
Date:  ​​​​​​​​​​​​​​​​____________


Capitol Association Plans, PO Box 15245, Sacramento, CA  95851-0245

Phone:  916.441.2800   Fax:  916.441.5555

E-mail:  caps@capsplans.com  Website:  www.capsplans.com
WAIVER OF COVERAGE

I do hereby attest that I have been offered the opportunity to participate in  

______________________________’s Dental and/or Vision Insurance Plans (if eligible).




(Name of Company)

I do not wish to participate in the plan(s) I have checked below.  I understand that I will 

not be eligible to join the below checked plans (if eligible) at a later date, unless I can 

provide proof of a loss of prior coverage. 

Coverage(s) waived:

· Delta Dental 

· Vision Service Plan

Reason for waiving coverage:

· I (and my dependents) are covered by my spouse’s plan

· Other _________________________________________________________

Print Name: 
____________________________________________________________


Signature:
____________________________________________________________

Date:

_____________________




Coverage�
Total�
�
DeltaPreferred Option (DPO) Plan A�
   $


�
�
DeltaPreferred Option (DPO) Plan A w/ Ortho�
   $


�
�
DeltaPremier Plan 1�
   $


�
�
DeltaPremier Plan 2�
   $


�
�
Vision Service Plan A�
   $


�
�
Admin Fee:


($1 per Employee, $5 Min.)�
   $�
�
Total Monthly Premium�
   $


�
�



This section must be completed.








