	`Medical / Dental Membership Registration

	Complete this section if you are electing dependent coverage under any medical option and/or your medical option requires selection of a health care provider.  Note: Selection of a PCP for Blue Cross Blue Shield, Medical Group for PacifiCare of California, and a Facility for Kaiser Permanente is required.  DMO requires selection of a PCD dentist. If you are adding or deleting coverage for a dependent, only provide the necessary information about the dependent being added or deleted.  If provider information is required, see your provider directory to complete the necessary information.  Make a copy of this sheet before you fill it out for additional dependents.
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Please keep a copy of this form for your records

