Member Application for
Group Vision Coverage

Please complete in ink and return to your employer. Use extra sheets of paper if necessary. Allinformation provided should
apply to this employer.

“GROUP VISION SERVICE

Date of Application ________ Type of Enrollment: ___NewEnrollment ___ Change

DateofHire____ Addition Termination

Employer Name:

Employer Address: City State Zip

First Name Middle initial Last Name

Home Address: City State & Zip

Home Phone{ ) Business Phone [} e-mail address
Marital Status: Married ___ Single__ Divorced Active Employee Retired Employee
Date of Birth___ / Age sex [Imale L] remate Social Security Number / /

First Name Last Name Relationship

Initial

o W] B W

Signature reqguired for payroll deduction:

Employee Only

Employee + Spouse
Employee + Child{ren}
Employee + Family
No Coverage (Waiver of Employee Signature
Coverage should be provided)

111 Rockville Pike, Suite 950, Rockville, MD 20850



