VS

Vision care for life Vision Service Plan
Enrollment Form with Dependent Data

Name of Group (Employer):  University of Southern Indiana

Group Number: 30070811

Employee Last Name, First Name, MI:

Employee ID#:

Date of Birth (mm/dd/yyyy):

Effective Date of Coverage:

Type of Coverage Selected: [ ] Employee Only
[ ] Employee and Spouse
[ 1 Employee and Children
[ ] Employee and Family

D Waive Coverage

Dependent Dependent Dt Ol 2 RZ?;ﬂ?Qr?seh?;
Add/Term | ast Name First Name mm/dd/yyyy | Social Security # | Gender | Spouse/Child
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Employee Signature: Date:

Revised 2020
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