[image: image1.jpg]NCRYES T





VISION SERVICE PLAN 
MEMBER ENROLLMENT FORM

Group Name
I am enrolling in the Vision Service Plan vision program and have selected the following coverage (please check one):

Employee Only 


____

Employee + One Dependent
____

Employee + Children

____  

Employee + Family

____

I wish to waive enrollment in the VSP vision program.
____

My date of birth is ____________________ 


Male ​​​____ Female ____




Signature ​​​​​​​​__________________________________
Social Security Number_______________________





Address____________________________________





___________________________________________
___________________________________________
Print Name ________________________________




Effective Date_______________________________
· Family status changes may allow you to add or delete coverage during this period.
· For internal purposes only – DO NOT RETURN TO VSP.
· Data from this form must be transferred to Excel Enrollment Spreadsheet before submitting to VSP.
___________________________________________________________________n
