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Delta Dental Plan of Wisconsin 
Quote Request Checklist 
st each time you submit a quote request to Delta Dental Plan of Wisconsin to 
information we need to give you a fast, reliable proposal. Note: Items in italics 
ing, but not required. For questions, please contact Sales at 800.236.3713. 

F requests to:  Sales@deltadentalwi.com or FAX 715.343.7623 
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